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DEHYDROCHOLIN B.D.H. 


For the treatment of ‘ bilious ’ and ‘ liverish’ conditions associated with biliary 

sufficiency. It is often useful in establishing normal bowel action in patients wi 
deficiency of bile and in patients needing mild peristaltic stimulation. 

} Tablets containing 0.25 gramme in bottles of 20 and 100. % 

Literature and samples are available to physicians on request. 


THE BRITISH DRUG HOUSES LTD. 


CONGRESS 
SERIAL RECORD 


(Medical Department) LONDON N.1 


ENDOCRINE DISORDERS 
By S. LEONARD SIMPSON, M.D., F.R.C.P. 

Endoc rinologist, Willesden General Hospital, Princess Louise 
Children’s Unit of St. Mary’s Hospital, Soho and Samaritan 
Hospitals for Women 

“ Thoroughly recommended to students, general practitioners, 
and consultants.”—British Medical Journal. 

Second Edition (1948) 574 pages 122 Illustrations 42s. net 
Oxford University Press 


NAPT 


PSYCHIATRIST LOOKS AT 
TUBERCULOSIS 
by ERIC WITTKOWER, M.D. 
Introduction by Dr. John Rickman 
A Psychiatric Study based on 300 cases of Tuberculosis 
Demy 8vo 12s. 6d. net 
Tavistock House North, W.C.1 
National Association for the Prevention of Tuberculosis _ 
Third Edition Now available 
INTRODUCTION TO 


ISEASES OF THE CHEST 


By JAMES MAXWELL, M.D.(Lond.), F.R.C.P.(Lond.) 
Physic ian, sozel Chest Hospital; Physician to the 
Ministry’s Mass X-ray Unit; Consulting Physician, 
Royal National Sanatorium, Bournemouth ; ; late 
Physician, St. Bartholomew’s Hospital 
Demy 8yo 308 + xii 66 Half-tone Illustrations 
12s. 6d. net, plus 8d. postage 
Hodder-& Stoughton Ltd., 20, Warwick-square, London, E.C.4 
Fourth Edition Now available 
RINCIPLES OF MEDICAL STATISTICS 
By A. BRADFORD HILL, D.Sc., Ph.D. 
Demy 8vo 252 + xii 10s. 6d. net, plus 5d. postage 
“. . . Should be widely read by members 
of our profession.”—B.M.J. 
The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 


New (1948) Second Edition 
BDOMINAL OPERATIONS 
By RODNEY MAINGOT, F.R.C.S. 
Surgeon, Royal Free Hospital 
2nd (1948) Edition in one volume Pp. 1274 INustrations 
including 16 Colour Plates £4 4s. net 
H. K. Lewis & Co. Ltd., 136, Gower-street, W.C.1 


Now available 
IN PHYSIOTHERAPY 


Edited by 
. GREENHILL, S.R.N., M.R.S.P., T. = 
Sister-in- i. Medical Rehabilitation Unit, Royal 
Hospital; Late Sister-in-charge, Rehabilitation Unit, ill na 
E.M.S. Hospital (St. Bartholomew’s); Former Member Council 
of Chartered Society of Physiotherapy 
Assisted by 
C. B. HEALD, €.8.E., MED., F-R.C.P. in Rheumatism and Arthritis. 
J. N. Barron, F.R. in Burns Tojuries of the Hand. 
Mr. J. M.A.0.T., Occupational Therapy in 
Medic ine and Surger y. 
Pages 222 +x 8 Plates 34 Figures 
12s. 6d. nét, plus Td. pos 


Hodder & Stoughton Ltd, 20, Warwiek- square, London, E.C.4 


YNONTROL OF COMMON FEVERS 


By twenty-one Contributors. Arranged by 
Dr. ROBERT CRUIGKSHANK and Epiror of THE LANCET 
Demy 8vo 362° + 3 graphs 38 tables 


12s. 
The Lancet Limited, 7, isan: street, Adel Iphi, London, W.C.2 


JLNDOCRINE DISORDERS IN CHILDHOOD 
AND ADOLESCENCE 
By H. S. LE MARQUAND, M.D. (Lond.), F.R.O.P. (Lond.) 
Physician, Royal Berkshire Hospital 
and F. H. W. TOZBR, M.D. Lond), MOP. Lond.) 
Sometime Clinical Assistant, yal Berkshire Hosp! 
Demy 8vo + x pages Illustrated 15s., plus 5d. postage 
Hodder & Stoughton Ltd., 20, Warwick-square, E.C.4 


Demy 8vo 


New Edition New Book F: New Edition 
PRINCIPLES OF OPHTHALMIC : A TEXTBOOK OF 
HUMAN PHYSIOLOGY MEDICINE "SURGICAL PATHOLOGY 


(Starling) 


By C. F. W. ILLINGWORTH, 


Tenth Edition By J. H. DOGGART, M.A., M.D., F. 
Revised and Edited by C. LOVATT F.R.C.S Glew. sal 
EVANS, D.Sc., F.R.C.P., ‘Surgeon, Moorfields, Westminster | B. M. DICK, M.B., F.R.C.S. (Edin.) 


Jodrell. Professor.. af Physiology, 
University College, London 
Illustrations 


42s, 32s... 
104 GLOUCESTER 


J. & A. CHURCHILL LTD. 


and Central Eye Hospital 


Llustrations (71 in, Colour) 


Regional Consultant in Thoracic 
Surgery, Western Regional Hospital 
Board, Scotland 
Sixth Edition 317 Illustrations 
Ready this month 45s. 
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Tablets (10 mg.) : In bottles of 25 and 100 
Ampoules (70 mg. in 1 cc.) In boxes of 6x 2 cc. 
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The world’s 


new weapon 7 


against pain 


Pain therapy took a step forward with the introduction 
of ‘ Heptalgin,’ a compound evolved and synthesised in Glaxo 
Laboratories. ‘ Heptalgin’ has an analgesic activity appreciably 
greater than that of any of its predecessors in this field, yet it has 
a relatively much lower acute toxicity. Apart from mild drowsi- 
ness following full dosage, the substance is usually free from hyp- 
notic effects and the patient remains alert during treatment. 
Moreover, ‘Heptalgin’ does not cause constipation when ad- 
ministered within the normal range of dosage. 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX, ENGLAND 


Research Laboratories - Manufacturers of medical products and foods - Represented by associate companies or agents in most countries of the world 


Subtleties of 
shadow 


fine shades and distinctions seldom count so much as in the interpretation of a radiograph. 
Indeed, the ultimate diagnosis may well hinge on a subtlety of shadow only revealed when 
adequate density and definition have been obtained. To aid in achieving these criteria, 
Glaxo contrast media cover a wide radiographic field. From this range the preparation 
best suited to individual diagnostic requirements can be nicely selected. ‘Pyelosil’ and 
‘Pyelectan’ are the two standard preparations for excretion pyelography ; and recently, 
‘Visco-Pyelosil’ has been introduced for salpingography—in particular for the investigation 
of sterility. In radiography of the gall-bladder by the " single-dose '' technique, Pheniodol 
Glaxo provides a safe and reliable contrast medium ; while, for detection of abnormalities 
affecting the spinal column, 'Myodil' affords successful visualisation without fear of irrita- 
tion or arachnoiditis. . 


PYELOSIL Brand solution of Diodone 


35% and 50% solutions : 20 cc. ampoules. Also 70% solution, 
especially for cardio-angiography : 20 cc. and 50 cc. ampoules. 


VISCO-PYELOSIL Brand Viscous solution of 
Diodone : 

10 cc. & 5 x 10 cc. ampoules. 

PYELECTAN Brand of injection of lodoxyl : 


20 cc. & 5 x 20 cc. ampoules. 
Pyelectan (Retrograde) 10 cc. 


PHENIODOL Glaxo 
Granules, 6 gram tube (| dose). Tablets, tube of 6 (| dose). 


GLAXO LABORATORIES LTD., 
GREENFORD, MIDDLESEX. BYRon 3434 MYODIL Brand Ethy! iodophenylundecylate 


3 x 3 cc. ampoules. 
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KEEP UP TO DATE. WITH MANY DOCTORS KNOW 


MEDICAL BOOKS and advise use of 
OINTMENT 


Recent important works 


A COMPANION TO ARE YOU AWARE OF ITS 
SURGICAL STUDIES HEALING PROPERTIES ? 
By IAN AIRD, Ch.M., F.R.C.S. 
el RESINOL is well known in the Medical World, 
Prospectus available especially for the treatment of ECZEMA, BOILS, 
sta % and HAMORRHOIDS, for which purpose it was 
BEDSIDE DIAGNOSIS extensively used during the war. 

A simple economical resorcinol preparation com- 
Price 17/6 Postage 9d., Abroad registered 1/3 pounded from a doctor's prescription, it is perfectly 


safe and reliable. 


RESINOL Ointment is obtainable in jars, price 
3/10$ and 6/4} (inclusive of purchase tax). Also 


THE MODERN BOOK C0. RESINOL impregnated toilet soap and shaving stick. 


THE RESINOL CO. 


Immediate attention to post and library orders 12, FITZROY STREET, W.| 


FOR THE BUSY PRACTITIONER 


The convenience of tablet medication is undoubtedly of marked value in the treatment 
of many conditions presented daily to the physician. 

This is particularly true of alkaline therapy, where ‘ Milk of Magnesia’ Tablets are a 
frequent and everyday prescription. In the busy dispensary, or for providing 
immediate symptomatic relief while visiting the patient’s home, they present advantages 
readily appreciated by the practitioner. 


Quickly dispensed, accurate in dosage and convenient to take during working hours, 
*Milk of Magnesia’ Tablets offer a simple yet efficacious means of —" gastric 


upset due to hyperchlorhydria. 


SPECIAL PROFESSIONAL PACKS 
For personal, surgery or dispensing use, a professional pack of ‘ Milk of Magnesia’® Tablets 
is available. This contains 500 Tablets and costs 10/- (including tax) post free. Orders 
should be sent direct. 


‘MILK oF MAGNESIA’ TABLETS 


THE CHAS. H. PHILLIPS CHEMICAL CO., LTD., 1, WARPLE WAY, LONDON, w.3 
* * Milk of Magnesia’ is the trade mark of Phillips’ preparation of magnesia. 
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HAMLET. Scene 1. 


Francisco’s remark can find ample 
] application in everyday usage and 
might well express the feelings of 
those who have obtained rapid relief 
from PAINFUL SPASMS of smooth-muscled organs. 


(ascot. 


Contains an important new synthetic anti- 
spasmodic, offering outstanding advantages over 
papaverine in the symptomatic treatment of 
SPASMS SPASTIC DYSMENORRHGA. 
1. RAPID AND FROLONGED 2. NON- HABIT FORMING. 
THERAPEUTIC ACTION 3. WELL TOLERATED. 
(4 tablet taken orally gives prompt 4. EFFECT 1S MAINTAINED 
relief, lasting from 3 to 6 hours). BY A SMALL DOSE. 
Packings of 10 tablets. 
Samples and Literatare on request 
FORMULA : Each tablet contains |—(3 : 4: 5, triethoxyp! 
dimethoxy-isoquinoline, gm.; tera 0. 
Ext. Belladonna, 0.00! gm. hei, 0.005 


& 


Manufactured by 


COATES & COOPER LTD. 


PYRAMID WORKS - WEST DRAYTON - MIDDLESEX 


Wrox THIS RELIEF MUCH THANKS. “ 


An effective 

antidote for 

ARSENIC, 
MERCURY & 


Why Ribena in 
Blood Dyscrasias ? 


Because it is established that vitamin C 
is an important factor in the proper utilisa- 
tion of iron by the body, and that, in the 
treatment of iron-deficiency anwmias, an 
optimal intake of vitamin C is important. 
Because, too, clinical experience has proved 
its value as an adjunct in nutritional anzmias, 
as also in hazmorrhagic states. More 
specific information will be gladly supplied 
om request. 

Ribena is the pure undiluted juice of 
fresh ripe blackcurrants with sugar, in the 
form of a delicious syrup. Being freed 
from all cellular structure of the fruit, it 
will not upset the most delicate stomach. 
It is particularly rich in natural vitamin C 
(not less than 20 mgm. per fluid ounce) 
and associated factors. 


(BRIBES NIGRA) BLACKCURRANT SYRUP 


H. W. CARTER & CO., Ltd. (Dept 3.B) 
The Royal Forest Factory, Coleford, Glos 


Eire.—Inquiries should be addressed to Proprietaries (Eire) Ltd., 
17/22, Parkgate Street, Dublin. 


GOLD POISONING 


Originally introduced during thé war for the 
treatment of Lewisite gas poisoning, B.A.L. has 
now been applied to the treatment of poisoning 
by other arsenical compounds as well as mercury 
and gold salts. 

Injection of B.A.L. consists of a_ sterile 
5 per cent. solution of 2, 3-Dimercaptopropanol 


in arachis oil containing 10% Benzyl Benzoate. 


Supplied in boxes of 12 x 2 c.cm. ampoules. 


B-A-L 


(BRITISH ANTI-LEWISITE) 


Literature and further information gladly sent on request to 
THE MEDICAL DEPARTMENT, 


BOOTS PURE DRUG CO. LTD., NOTTINGHAM, mn 
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The problem was 


to neutralise aspirin and to make it soluble. 


The problem has 


now been solved. 


RECKITT & COLMAN LTD. 


HULL AND LONDON. 


Aspirin is acidic, sparingly 
soluble, and for many subjects 
a gastric irritant. By contrast, 
its calcium salt is neutral, 
soluble and bland. Unfortun- 
ately, however, calcium aspirin 
as ordinarily presented is un- 
stable, and thus, sooner or later 
becomes contaminated with 
the breakdown products, acetic 
and salicylic acids. In Disprin 


the problem of providing pure 
calcium aspirin in stable and 
palatable form has been solved. 
Extensive clinical trials show 
that patients can take Disprin 
in large dosage and over pro- 
longed periods without suffer- 
ing the disturbances, gastric 
and systemic, that so com- 
monly attend intensive aspirin 
therapy. 


DIS PRIN Neutral, stable, soluble, 


REG D. 


palatable calcium aspirin 


Bottle of 26 tablets, price 2/- including Purchase Tax 
On prescription Disprin is free of Purchase Tax 
Clinical sample and literature supplied on application 


(PHARMACEUTICAL DEPT., HULL) 


*STEROXIN” 


Trade Mark Brand 


OINTMENT 


3% §,7 dichloro-8-hydroxyquinaldine 


For the treatment of skin conditions of Staphylococcal, 
Streptococcal and Mycotic origin; Pemphigus neonatorum, 
impetigo contagiosa and mycotic eczema are, typical 
conditions in which a satisfactory response has been obtained. 


In tubes of 1 oz. and of 4 ozs. and in jars of 16 ozs. 


Samples and Literature available on request 


PHARMACEUTICAL LABORATORIES GEIGY LTD. 
NATIONAL BUILDINGS, PARSONAGE, MANCHESTER 3 
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Now A NATURAL FORM OF CALCIUM WITH 
FAT SOLUBLE VITAMINS 


r 9 for use in Pregnancy, 
¥ é Lactation, Childhood and 


Trade Mark Calcium Deficiency 


‘Ossivite Capsules contain Bone Meal, the 
most easily assimilable form of Calcium, 
combined with generous amounts of Vitamin 
A and D. These are Vitamins essential for 
growth and utilisation of Calcium. 

Samples on request 


JOHN WYETH & BROTHER LTD. 
Clifton House,“Euston Road, London, N.W.1 Wyeth 


--. guard against the sequelae 


of the common cold 


HE prompt intranasal use of ‘ Sulfex’ often | tions with the minimum of systemic absorption. 
shortens the course of the common cold by The decongestive action of ‘ Paredrinex’ renders 
aborting secondary infection and guarding against the tissues more accessible to the sulphathiazole 
dangerous sequelae. The suspension of micro- | and promotes ventilation and drainage. 
crystalline sulphathiazole forms .a fine, even , The best results are obtained when the patient 
‘frosting’ over the nasal mucosa, and makes assumes a dependent head-low posture for adminis- 
possible the maintenance of high local concentra- | tration. 


@ An aqueous suspension of micro- | KEKX 
crystalline (‘ Mickraform’) sulpha- 


thiazole, 5%, in an isotonic solution of 
* Paredrinex’, 1% (pH 5°5 to 6°5). 
... bacteriostasis for hours 


Vasoconstriction in minutes... 


MENLEY &€ JAMES, LTD.. 123 COLDHARBOUR LANE, LONDON, 8S.E.5 
for Smith Kline & French Int. Co., owner of the trade marks ‘ Sulfex’, ‘ Mickraform’, ‘ Paredrinex’ 
> 
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The re-establishment of normal bowel flora in 


CHRONIC CONSTIPATION 


GOMETHING more than a good mineral 
oil emulsion is needed if the intestinal 
tract is to be cleared of those putrefactive 
and fermentative organisms always present 
in some degree where there is chronic con- 
stipation. Re-establishment 
of normal bowel flora is an 
important desideratum. 
Emulsion 


unique emulsion contains gradually become 
re-established in their normal habitat and 
have a pronounced detoxicative effect. 
Proof of the superiority of E.L.A. is seen in 
the change brought about in the intestinal 
flora following its regular ad- 
ministration, and in the rapid 
clinical improvement in cases 
of chronic 


Lactobacillus constipation. 
Acidophilus 
fulfils this need. LUBRICATION PLUS DETOXICATION Bottles of 120:., 5/3 
The vast numbers 


net (price includes 
Purchase Tax and 
professional discount) 


of viable L. Acid- 
ophili which this 


EMULSION 
LACTOBACILLUS 
ACIDOPHILUS 


ENDOCRINES—SPICER LTD., WATFORD, HERTS. Tel.: WATFORD 5284. 


BIOLOGICAL PREPARATIONS 


ANTIPEOL OINTMENT 


contains sterile vaccine filtrates (antivirus) of all the common strains of STAPHYLOCOCCI, STREPTOCOCCI and B. PYOCYANEUS, 
in a lanoline-zinc-ichthyol base. 
INDICATIONS : Abscesses, boils, burns, eczema, ulcers, hemorrhoids, impetigo, sycosis, wounds, and all inflammatory cutaneous infections. 
ANTIPEOL LIQUID for infections of the ear, septic cavities and suppurating wounds. 


OPHTHALMO-ANTIPEOL 


contains, in a semi-fluid base, the sterile vaccine filtrates of STAPHYLOCOCCI, STREPTOCOCCI, B. PYOCYANEUS, PNEUMOCOCCI 
FRAENKEL and GONOCOCCI. 
INDICATIONS : Conjunctivitis, blepharitis, keratitis, dacryocystitis, and all inflammatory conditions and lesions of the eye. 


RHINO-ANTIPEOL 


a nasal immunising cream, contains Antipeol Liquid and the antivirus of PNEUMOCOCCI, PNEUMO-BACILLI, ENTEROCOCCI, 
M. CATARRHALIS, B. PFEIFFER, and calmative and d ingredi 
INDICATIONS : Coryza, rhinitis, hay fever, catarrh, influenza, common cold and other naso-pharyngeal infections, 


ENTEROFAGOS 


inst 156 strains of micro-organisms common to infections of the gastro-intestinal tract, kidneys and bladder. 
in enteritis, dysentery, colitis, diarrhoeas, B. coli infections, typhoid and paratyphoid fevers and other 
intestinal and para-intestinal infection. 


DETENSYL 


eto-polyhormonic h nsor, for gentle and regular reduction of arterial tension. 
INDICATIONS : High blood geaeane ssestoadaeide and, palpitation, ocular and auditory troubles of hypertension. No contra-indications. 


Polyvalent bacteriophages specific 
RAPIDLY EFFECTIVE RESUL 


CLINICAL SAMPLES AND LITERATURE FROM 


MEDICO-BIOLOGICAL LABORATORIES LTD., South Norwood, LONDON, S.E.25 
6 
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FOR INFECTIOUS SORE THROAT 


FORMALGAR 


TRADE MARK 
Formaldehyde Pyrethrum Chloroxylenol Phenol Glycerin Spirit 
2 oz. 4 oz. 8 oz. 20 oz. 90 oz. 


Literature and Samples from 


C. J. HEWLETT & SON, LTD. 
35-43 CHARLOTTE ROAD, LONDON, E.C.2 
also at 48 CARSTAIRS STREET, GLASGOW, S.E. 


For the Administration of Orally-active Estrogens and Thyroid 
HORMOTONE “T” 
New Potency 


containing in each tablet 1,000 international units natural 
estrogenic hormones combined with 1/10 grain thyroid 


HORMOTONE “T” 


acts directly upon the endometrium inducing hyperplasia of the uterine mucosa. 
Indicated in cases of estrogenic deficiency, including menopausal symptoms, amenorrhea 
and hypomenorrhea 


Bottles of 40 and 250 specially coated tablets 
Professional samples available to members of the Medical Profession 


Manufactured in England for 


G. W. CARNRICK CO, 
Distributors: Brooks & Warburton, Ltd., 232-242 Vauxhall Bridge Road, London, S.W.1 
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THE MOST POTENT ORALLY ACTIVE 


| OESTROGEN 


ETICYCLIN 


(Ethinyl Oestradiol Ciba) 


High potency —effective in low dosage 
Derivative of natural hormone 


Minimal side effects 


Indicated in all oestrogen deficiencies and in the 


| Economical 

| 

symptomatic treatment of prostatic carcinoma 
Particularly suitable for MENOPAUSAL disturbances 
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INSULIN THERAPY 
SUCCESSES AND PROBLEMS * 


R. D. LAWRENCE 
M.A., M.D. Aberd., F.R.C.P. 
PHYSICIAN TO KING’S COLLEGE HOSPITAL, LONDON, IN CHARGE 
i OF THE DIABETIC DEPARTMENT 

Ir seems certain from all Banting’s lines of research 
that he was essentially interested in the discovery of 
practical therapies to relieve the suffering and diseases 
of mankind : immediately interested in practical humani- 
tarian efforts more than in pure researches on plysio- 
logical secrets such as glycogenolysis or the twitchings 
of a frog’s gastrocnemius. As a clinician he could, of 
course, have been the most successful in the world and 
could have had the richest and most interesting of 
practices. Not only had he and Best discovered insulin 
in the laboratory, but they were the first to apply insulin 
to human treatment. Clinical facilities seem to have been 
difficult for him in Toronto, but clinical teams went 
strenuously to work on the thera- 
peutic use of insulin, with Campbell 
and Fletcher at the General Hos- 
pital, and Mackay, Hipwell, and Dr. 
Joe Gilchrist—himself a diabetic 
—at the Christie Street Hospital 
and other centres. Banting was 
closely involved, but not in clinical 
charge, at these centres. In his 
clinical work he was again in a 
difficult position, because his early 
training and interests had been 
predominantly surgical; and he 
was hardly qualified for full medical 
charge, in spite of demands of 
diabetics from everywhere. 

And so ultimately laboratory 
research claimed the rest of 
Banting’s working life. But his 
initial drive and stimulus arose 
from the suffering sick. 


SUCCESSES ; 

The marvellous effect of insulin in 
restoring vigorous health to diabeties 
needs no scientific proof but only 
the testimony of severe diabetics 
revivified by its use. This was movingly shown by a 
crowded meeting of the Diabetic Association held in 
London in 1946 to honour the memory of Banting. 
* Without Banting,” said their diabetic chairman, “‘ this 
meeting could have been only a gathering of ghosts 
bemoaning their fate.” 

Today the use of insulin is steadily increasing in all 
countries : in Great Britain, for example, between 1942 
and 1948 it rose as shown in the graph. This increase has 
led to doubts about the future adequacy of supplies. No 
doubt if the needs for insulin of countless untreated 
diabetics in India and China were suddenly imposed on 
present sources of production these needs could not be 
met ; but by the time a realistic and rational demand 
comes from such backward countries I should think the 
pancreases of countless Chinese pigs and even sacred 
Hindu cattle will be forthcoming. It is true that, even 
now, the problem of less wasteful collection of pancreas 
and better generalised methods of extraction should be 
constantly in mind; but I do not see that diabetics 
need fear that in another 10-20 years their insulin 
requirements will not be met. Man’s scientific ingenuity 
will solve any such problem when it arises. 


* The Banting memorial lecture of the Diabetic Association 
delivered on July 22 at King’s College Hospital, London. 
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Dr. Fred Banting after a clinical round in 1922. 
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Meanwhile laboratory work—more exact and less 
diversified than that of the clinician—has clearly estab- 
lished that many enzyme systems take part in the total 
use of‘carbohydrate: it is almost certain that insulin 
acts primarily by stimulating the enzyme hexokinase to 
change unutilisable glucose into a phosphate compound, 
which becomes available as fuel. And other experiments 
have shown that insulin deals with an inflow of carbo- 
hydrate food not only by increasing immediate combus- 
tion in the diabetic but also by storing an excess—partly 
as glycogen but mainly as fat. And we know more 
exactly the processes by which, in the diabetic without 
insulin, these stores flow out into the blood and urine as 
sugar and ketones. But the clinician has long felt or 
known that insulin makes carbohydrate available and 
the details of how it acts have not yet made therapy 
more easy or efficient. 

To the clinician the major question at present is how 
to use the various types of insulin as physiologically as 
possible to suit the life of diabetic man. It was in some 
similar purpose and not in abstractions that Banting 
found his stimulus. To keep a 
laboratory diabetic animal alive 
by insulin is relatively easy. But 
the good clinician must. strive to 
direct a life of normal efficiency 
and happiness to suit his patients’ 
habits, desires, and temperament ; 
must aim at normal longevity ; 
must be aware of the-egmplicafions 
that other illnesses. and environ- 
mental changes prodtice “to change 
the usual rhythm of insulin action 
and the diabetic life. It is no 
business of his to interfere too 
much, to change or distort the life 
of a diabetic in his charge, except 
to prohibit really harmful habits 
and factors. With this in mind, 
let us turn to some clinical problems 
concerning the action of insulin, 
in which the humanitarian atti- 
tude must never be forgotten. 
And may I add that we claim 
no ultimate knowledge of living 
processes, and that our clinical 
therapies, however successful, are 
based on many obscurities of cause 
and effect which cry for elucidation. May I be excused 
too for confining myself here mainly to my own often 
unpublished experiences. 


INSULIN TREATMENT PHYSIOLOGICALLY IMPERFECT 


One main problem in insulin treatment is that no 
type of injected insulin can act physiologically to 
produce a rhythm of carbohydrate metabolism similar 
to the normal. In non-diabetic people the blood-sugar 
level is raised for 1-2 hours after carbohydrate food and 
then rapidly returns to normal, remaining there without 
any hypoglycemia. We do not know whether this is 
due to a nicely adjusted extra secretion of insulin to 
meet the amount of absorbed carbohydrate—a reasonable 
concept—or to an inherent liver rhythm of glycogenesis ; 
and we shall not know this, nor the answer to other 
important problems, until an accurate method of 
estimating blood-insulin is discovered. 

All types of injected insulin given, as they should 
be, to suit normal habits as nearly as possible, are 
very imperfect. The long-established treatment with 
a morning and an evening dose of soluble insulin 
has given, and gives, wonderful clinical results; but 
the moment insulin action is exhausted in a severe 


diabetic hyperglycemia and ketosis comes surging back 
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in 1-3 hours—quicker indeed than the next dose of 
insulin acts in their reduction. In severe cases we can 
make a nearer approach to normality by giving two 
doses, morning and evening, of partially delayed insulins 
—the original protamine insulin without zine (‘ Retard’ 
of Hagedorn) or globin zinc insulin, which | think identical 
in time action. Since 1937 it has been our practice at 
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Rise in the use of insulin in Great Britain. 


King’s College Hospital for severe diabetes to use a pre- 
breakfast mixed dose of protamine zine insulin (P.z.1.) 
and soluble insulin, and the results, while reasonable in 
the control of hyperglycemia, have certainly been good 
as regards nutrition. For milder cases, one adequate dose 
a day of any type of insulin, but preferably a delayed 
form, may be very satisfactory—probably because the 
patients still produce some endogenous insulin. But let 
me emphasise that no-one who does not know the different 
actions of various insulins, in strength and timing, can 
ever use insulin with full efficiency, whether for physio- 
logical control or for the strength and comfort of his 
patients. 


VARIED INSULIN NEEDS AND ABSOLUTE DIABETES 


I shall now discuss the different insulin requirements, 
both variable and constant, of different types of diabetics. 
From this discussion I exclude the middle-aged obese 
“ diabetic ’ free of ketosis, whom I have described in 
many papers (Lawrence 1941, 1946) as suffering from, 
I think, a fundamentally different type of sugar dis- 
turbance, to be treated by reducing diet and not with 
insulin. What follows refers to the severe wasting case, 
with ketosis as well as glycosuria, who must have insulin 
for health and even for bare survival. 

In my experience the same acute need for insulin is 
seen in the young (under 35) and in real old age (over 70), 
when again a newly developed diabetes is usually severely 
ketotic. (What a contrast to the usual mild obese type 
of 40-65 years!) In treatment of these cases increasing 
doses of insulin are given in the first few days until the 
blood-sugar becomes normal at the period of maximal 
insulin action, some hyperglycemia and glycosuria 
being present at other times. The dose must then be 
reduced from perhaps 40-80 units a day (10-20 in a 
4-year-old) to much less, some 20-30 units in an adult. 
After this the insulin requirements may remain level 
for a long time; but in another group of patients they 
continue to decrease, and very occasionally insulin may 
be stopped. In these new treated cases we may hypo- 
thecate that the function of the beta cells of the pancreas 
—or at least their production of insulin—was only half 
destroyed, and that the reduction of hyperglycemia by 
exogenous insulin allowed recovery, very extensive if 
never complete. There is no doubt from animal experi- 
ments that hyperglycemia progressively destroys islet 
function, and all my clinical experience bears this out. 
There are other types of mild diabetes, made temporarily 
severe by sepsis or other complicating endocrine factors, 
in which the patient may come off insulin and indeed 
seem almost cured of the disease. Unfortunately we 
cannot follow even in animals the islet changes that 
might correspond to these changing clinical phases. 

However we may theorise, the vast improvement often 
seen, particularly in young children, leads to great 


difficulties and psychological stress for parents. I have 
seen several children of from 2 to 6 years old in whom a 
dose of 2 units, even 1 unit, of soluble insulin and 4-6 
units of P.z.1. produced hypoglycemia, which necessitated 
the omission of insulin and roused in the parents hope 
of a cure. Some of these children have remained free 
of sugar for some days or weeks, but all have relapsed 
in spite of careful diet. It becomes easier to treat them 
when they need more insulin and ultimately reach a 
stable dosage in relation to diet and activity. 

In young adults the same thing may happen, and I 
have been puzzled by seeing this more frequently in 
young soldiers (1940-45) than ever before. When they 
reached my attention I could not be sure that they had 
diabetes, and that some mistake in diagnosis had not 
been made. Discovered with acute thirst (but the desert 
of North Africa and India produced thirst), they had 
been found to have urine heavily loaded with sugar (but 
records often unavailable), and treated most vigorously 
with large doses of insulin; after which they had had 
intense hypoglycemic symptoms leading ultimately to 
the reduction and necessary omission of the insulin. 
In 2 of 7 such cases, after three months without insulin, 
I could not be sure about their diabetes even after a 
glucose-tolerance test ; aud the reality of the diabetes 
was proved only by their relapse after six to twelve 
months to a condition requiring fairly large amounts of 
insulin. Perhaps this serious relapse could have been 
prevented by a continuous moderate dose of P.z.1. 

The majority of Service cases, like civilian ones, never 
recover enough to give up insulin ; but these exceptional 
temporary recoveries present a problem which I can only 
approach with vague explanatory hypotheses, interesting 
but not publishable. And now let me turn to the general 
average insulin case. 


THE AVERAGE CASE: ? TOTAL DIABETES 


Sometimes in three months, and usually in one to 
three years, insulin cases generally come to a surprising 
stability of insulin dose on similar diets. Many require 
not much over 30 units (I think the smaller patients), 
but most require 40-60 units a day. This dose I judge 
quite strictly by the amount needed to make their blood- 
sugar normal at the height of insulin activity, for hardly 
any such patients can avoid hyperglycemia and glyco- 
suria at times when insulin action is weak or exhausted. 
On this criterion all delayed insulins are less efficient 
than two or three doses of soluble insulin. Such cases 
require a high concentration of absorption and circulation 
of active insulin which only soluble insulin can provide, 
although I place retard and globin insulin practically in 
the same category. In their insulin requirements they 
are almost permanently stable over many years. Healthy 
exercise reduces the need for insulin, while a temporary 
infection or a pregnancy usually increases it ; but back 
they tend to come to a stable level in stable cireum- 
stances. It has been said that long-standing diabetics 
require less insulin as many years go on: but, when I 
remember that the insulin unit was made stronger in 
the 1930s, I think this proposition doubtful. 

I have thought for many years that such diabetics 
produce no insulin from their own pancreases. This can- 
not be proved without a method of blood-insulin analysis, 
but the idea is supported by the diabetes studied in the 
few surviving human cases after total pancreatectomy. 
From such it appears that the diabetes produced requires 
some 40 units a day on a regulated diet. Since, after 
pancreatectomy up to 30-50% of the ingested food may 
reappear unabsorbed in the feces, it seems reasonable to 
infer that some 40-60 units a day is probably the average 
normal production of insulin from the pancreas. I have 
noticed too in several cases where diabetes is dependent 
on chronic pancreatitis, resulting in poor absorption, 
how the insulin requirements rise, and weight also, with 
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better absorption produced by oral pancreatic extracts 
or a high-carbohydrate/low-fat diet, which checks the 
diarrhoea. It has been very obvious again how a low 
level of total diet, and particularly carbohydrate 
intake, requires very little insulin, but a higher level of 
nutrition soon requires much more insulin with a vast 
improvement in energy and weight. 

This was particularly clear in experiments on myself 
which I have never published. In 1923 it seemed possible 
that one might cure diabetes or recreate pancreatic 
function by keeping the blood-sugar normal, or below 
normal, for a long time. For six months, therefore, I 
lived on a very low diet (16 g. carbohydrate, 70 g. protein, 
100 g. fat), with all the insulin I could stand, only 
15 units a day (8 and 7). After six months of this weary 
existence I ate more, and my requirements rose to 
40 units ; I became if not fighting, at least playing, fit. 
Three years later I put myself back on the previous low 
diet, lost 10 Ib. in ten days and returned justifiably to 
the earlier dose of 15 units a day. From this one should 
remember that the dose of injected insulin needed varies 
in absolute diabetes with the intake of food and the body- 
weight. Allen abundantly proved this in pre-insulin 
days by his undernutrition treatment of canine and 
human diabetics. Insulin requirements in absolute 
diabetics are largely a function of weight and food 
intake, and a vast reduction of insulin is sometimes seen 


in the wasting conditions of terminal carcinomatosis or . 


phases of anorexia nervosa. 


EXTREME INSULIN RESISTANCE 


Let us now turn to one of the greatest obscurities in 
insulin treatment, the patient who requires enormous 
doses of insulin, 500 units or more a day. I am not 
referrmg to those cases in which complications—usually 
infections—require temporarily a large increase in insulin 
to check ketosis and prevent coma. What I have in 
mind are long periods of vast unexplained insulin 
needs with a return later to average requirements. 

The quantitative needs of such patients are as clear 
as in the average case. If they require 1000 units per 
day for control, 1200 units will produce hypoglycemia 
and 700 permit a relapse with ketosis. And so they 
behave quantitatively like an average case, but 
with the dosage multiplied 10-30 times. The most 
comprehensive and important paper on this condition 
is by Smelo (1948) who reviews 54 published cases. 

There is no type, age, or nutritional state in which this 
resistance especially develops. The first patient I studied 
was a lad of 25 who needed 400 units a day from 1924 
to 1927, and then gradually returned to some 60 units, 
at which he has remained ever since. From 1944 to 1947 
I met 5 other such cases (unpublished), but I have seen 
none in the last twelve months, so the condition is very 
rare. I have not seen an uncomplicated case which was 
resistant at the beginning of insulin administration. In 
our experience they respond to average amounts of 
insulin at first, do well clinically, and then develop the 
insulin-resistant state mostly in about three months. 
Signs of this are loss of weight, thirst, and much glyco- 
suria. and ketosis on the previous effective dose. The 
insulin must be boldly raised merely to prevent coma. 
In some eases, raising the insulin from 50 to, say, 100-150 
units a day will control the diabetes. A complicating 
factor may be found; but the real resistant cases I am 
here concerned with do not respond so easily and require 
many hundreds of units a day even to save life, and 
certainly to restore health. At this stage inpatient 
treatment is essential, and the use of the highly concen- 
trated insulin solution (320 units per ml.), kindly 
prepared by Messrs. Boots Pure Drug Co., has been most 
valuable in reducing the uncomfortably large bulk of the 
usual preparations. I have so0mpared the action of 640 
units soluble insulin given as 2 ml. of the special prepara- 
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tion with that of 640 units given as 8 ml. (i.e., 80 units 
per ml.) and have been unable to observe any difference 
in speed, strength, or duration of action. When insulin 
is given intravenously these cases show an equal resis- 
tance. I should mention that P.z.1. is too weak in circula- 
tion to be of any use, though I admit I have not experi- 
mented with a depot injection of thousands of units. 

The plan of treafihent followed is essentially the same 
as in non-resistant cases: insulin dosage is pressed 
rapidly until ketosis first disappears, glycosuria is reduced 
to a minimum, and the blood-sugar is controlled so that 
there is no hypoglycemia at the time of maximal insulin 
action—a tricky process. I do not pretend to know 
when a dose of 600 units produces its maximum action. 
We usually find that the patient needs the biggest dose 
before breakfast (e.g., about 600 units), much less before 
supper (200-400 units), and sometimes we must add a 
small (!) dose of 100 units at lunch. When a controlling 
dose is reached, be it 600 or 1600 units a day, a balance 
between food and insulin is reached. An increase of 200 
units produces typical hypoglycemia, an equal reduction 
a relapse of sugar and ketones. But always in our cases 
a point has been reached when less and less insulin 
controls the situation and ultimately the dose necessary 
for control returns to an average one. This reducing 
phase is full of danger of hypoglycemia unless there is 
close and regular supervision. 

Can we give any explanation of this rare and strange 
phenomenon ? Neither our experience, nor any published 
work I know, gives any satisfactory reply. In the 5 
cases I have seen, all complicating septic er endocrine 
conditions were excluded, as far as possible ;. but most 
cases have shown a rise in erythrocyte-sedimentation 
rate during this resistant state, which disappeared when 
it ended. Severe diabetes does not affect the sedimenta- 
tion-rate, and this finding may have significance. None 
of these patients has shown any local or general allergic 
manifestations to insulin. A few have been examined, 
by the rabbit technique, for resistant components in 
the plasma, with negative results. It has been suggested 
that in these resistant phases the patient develops anti- 
bodies, reagins, call them what you will, which react with 
injected circulating insulin and make it almost ineffective. 
Lowell (1944) has published the most suggestive—but 
far from convincing—article on this thesis. Like so 
many problems of medical science, it stands unsolved at 
present, a fascinating challenge to speculation and 
sifting experiment. And we need never fear that by 
solving one problem we shall solve all those that make 
scientific medicine so fascinating. For, when we have 
found an answer to one immediate problem, it always 
proves to be only penultimate, leading to another. We 
reach another stepping-stone in a river too wide to see 
the further bank. This is what makes medical science 
a stimulating and vivifying, though sometimes an 
overtiring, pursuit. 


CARDIOVASCULAR AND OTHER COMPLICATIONS 


The diabetic state gives rise to very interesting 
organic changes in many systems of the body, and all 
the results noted are, at least to me, etiologically 
unsolved problems, The vascular effects are the most 
important and devastating, and on these I shall concen- 
trate in a moment. But before this I would note the 
interesting changes in the eye focus, the acute cataract, 
and the sometimes temporary lens opacities that occur 
with diabetic phases of dehydration and rehydration, 
apart from the retinopathy which all too often develops 
after years. Evanescent or prolonged peripheral neuritis, 
and its obscure relation to the vitamin-B complex, is 
another problem. 

There is no doubt that, as the years go on, diabetes 
produces widespread associated degenerations, primarily 
in the vascular system. We knew that these occurred in 
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the elderly mild cases, but the long survival of the young 
effected by insulin shows in many the same disastrous 
pattern of complications. Twenty years ago I taught the 
students that many elderly diabetics developed a triad 
of retinopathy, albuminuria (with or without hyper- 
tension), and gangrene, commonly all present together. 
And now to watch this same picture, though without 
gangrene, develop in more and more young patients is a 
tragedy and a challenge. 

It seems probable that the same type of vascular 
degeneration must be induced in most of the organs, 
whether it be first noted clinically as retinal hemorrhages, 
slight albuminuria, or mild hypertension. One often sees 
in the eyes some punctate retinal aneurysms (s 
Ballantyne, 1948, for full description and histology) fot 
five to ten years before other complications appear, the 
rest of the cardiovascular systems remaining strictly 
normal. These hemorrhages may come and go, and [ 
have seen them—and sometimes even exudates and 
massive cholesterol deposits—completely disappear, 
never to recur. Ophthalmologists are apt to disbelieve, 
because they do not see such cases unless they watch 
patients for years at a diabetic clinic. I have a large 
group of them, mainly at 55-70 years of age. Another 
unfortunate group, mostly between 30 and 40, before 
any arteriosclerosis or hypertension is presént, develop 
a quickly progressive retinopathy, with large hemor- 
rhages into the vitreous from bursting irregular veins 
and new preretinal vessels, and may be nearly blind within 
two years (retinitis proliferans). Another group, mostly 
those with long-standing diabetes from childhood or 
later, after a few retinal hemorrhages over a year or two, 
or even before any hemorrhages, begin to develop 
slight hypertension, often before albuminuria; and I 
look with grave suspicion at a blood-pressure rising from 
110/70 to 125/90 as one commonly sees in these young 
‘ adults. And in another few years we find their renal 
and hypertensive elements progressing rapidly until the 
full syndrome of renal failure or hypertensive disasters 
is complete. The universality of intercapillary nephro- 
sclerosis (Kimmelstiel Wilson syndrome) is now recog- 
nised. The early retinal diabetic picture is obscured 
by added renal features, with arteriosclerotic changes, 
edema of retina, choked disc, and woolly exudates. 

Similar observations have been reported from studious 
clinics in every country, and the subject was discussed 
at the American Diabetic Association in 1948. Dr. 
Priscilla White (1948) reported 92% affected in 220 
patients originally under 16 who had suffered for 20 or 
more years from diabetes developing in their childhood, 
and Dr. Dolger (1948) reaffirmed his finding of 100% 
affected of all ages after 25 years’ duration. Our experi- 
ence at King’s College Hospital is bad but not so devas- 
tating, and I know 7 patients, myself included (29 years), 
who are free of such vascular stigmata. And I know of 
one case of 39 years’ duration completely free of all 
vascular complications. So while one case shows lesions 
at an early stage—4!/, years is the earliest clearly dated 
case in my experience—others may escape for another 
30 years, without any fundamental difference in their 
diabetic state. The innately different quality of vascular 
resistance must play a part in diabetic as well as other 
types of vascular degeneration. One sees a similar state 
of blood-vessels at 40 and 85. ? 

Ricketts (1948) made a very balanced assessment of 
possible causes in this vascular situation and found no 
causative agent beyond the prolonged diabetic condition. 

As it is not obvious how hyperglycemia per se would 
cause vascular changes, other thinkers look for a common 
causal factor for both the diabetes and the vascular 
degeneration. 1 myself suggested four years ago a 


common hidden basis, perhaps pituitary, producing 
vascular degeneration and diabetes; for I had never 


seen vascular changes in the pure and primary forms of 
islet and pancreatic destruction, found in hemochroma- 
tosis and in chronic and relapsing pancreatitis. However, 
this idea has been shaken by two  case-reports 
describing retinopathy in relapsing pancreatitis (Sprague 
1947) and in hemochromatosis (personally reported to 
me from Australia by Dr. Stawell). These two cases 
seem to me to dispose of the above hypothesis and bring 
me back to the diabetic state, probably hyperglycemia, 
as the primary and direct cause. This leads to another 
question. Does clinical experience show that the worst 
controlled cases develop vascular complications earlier 
and more often than the better controlled ? 

I think they do. The first complicated children’s 
cases I saw were in the most wildly uncontrolled, 
revolting from excessive parental anxiety or enjoying 
the exuberance of adolescent freedom—and they feel 
reasonably well whether their average blood-sugar is 
300-500 or 100-300 mg. per 100 ml. The Boston school 
has assessed poor control in their children by the 
incidence of coma and firlds more complications in such 
eases. But one sees retinitis equally commonly in mild 
long-standing cases in middle-aged people who never 
have such exuberant hyperglycemia, but whose blood- 
sugar runs from 200 to 250 ml. for years, one knows, 
before diabetes leads to troublesome symptoms. Visual 
disturbance from retinitis is quite often their presenting 
sign of diabetes; indeed, in 1945 at King’s College 
Hospital 15% of the newly diagnosed cases already had 
retinopathy. And so I think that it is years of hyper- 
glycemia that we find associated with vascular changes, 
and I do not know whether a high or moderate grade 
makes much difference. 


Unfortunately we do not know whether normogly- 
cemia in diabetes would prevent these complications, 
though that seems to me likely from the small numbers 
of very mild cases I have seen for years with always a 
near-normal glycemia and no yascular complications. 
But the majority of the diabetics I treat are never 
normoglycemic for most of their hours, and I think it 
unlikely that other people’s patients are different. The 
mild patient controlled and nearly aglycosuric on diet 
has usually a near-normal blood-sugar ranging from 
about 130 to 200 mg. per 100 ml. The average insulin case 
on 30-50 units a day is strictly orthoglyczmic only for 
a few hours, at the height of insulin activity, and at 
certain other times has blood-sugar of about 200-250. 
This might be prevented by giving small doses of insulin 
four or five times in 24 hours, but it cannot be prevented 
by any possible treatment with only one or two injections 
a day without perpetual risk of hateful hypoglycemia. 
And so in my cases, and [| think all others, phases of 
hyperglycemia are constantly present. Anyone who 
confidently claims to maintain a physiologically normal 
blood-sugar in the average insulin case has, I am sure, 
no wide or accurate experience. 

And is it, as 15-20 years go on, this hyperglycemia 
which induces vascular change? Other factors— 
cholesterol and lipoid abnormalities, general nutritional 
or vitamin deficiencies, protein and mineral changes— 
seem almost ruled out. But we are left guessing at present 
how hyperglycemia does harm. Could it do so by the 
mere physicochemical effect of excess circulating glucose ? 
Or does a mildly defective nutritional state induce 
endothelial degeneration? Is there some enzymatic 
process peculiar to vascular normality which diabetes 
interferes with ? The difficulty of the subject seems to 
justify the formation and investigation of any hypothesis 
which might bear on it. 

Experimental work on animals, that illuminating field, 
has so far been of little help in the problem of vascular 
degeneration. Dragstedt (1945) reports undue arterio- 
sclerosis in depancreatised dogs, and Lukens and Dohan 
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(1946) intercapillary glomerulosclerosis in a dog diabetic 
for five years. I do not think retinal lesions have been 
found in animals, yy they have not been seriously 
looked for. The long-term nature of such animal 
experiments makes them very difficult and tedious. 


OTHER PROBLEMS 


Many other problems fascinate and puzzle me as a 
clinician. I can but mention a few more worthy of study. 

The local effect of continued insulin injections is 
interestingly variable in different patients. Some show 
no appreciable change except a slight local fibrosis, 
hardly noticeable. Others develop huge fibro-fatty lumps, 
while many women and children develop disfiguring areas 
of fat atrophy in injected areas and sometimes in nearby 
but uninjected parts. In a few individuals the insulin 
molecule produces local allergic effects, and very rarely 
a severe and generalised allergy. 

The peculiarities of diabetic pregnancies are being 
intensively studied at present, and it is held by the 
Boston school that imbalance of the hormonal picture of 
pregnancy is the cause of frequent maternal toxemia 
and the death of the progeny. Research is in progress 
at many centres, but the problem remains sub judice. 

Many social problems arise for diabetics from the long 
and healthy life that Banting has given them, and in 
these the clinician is intimately concerned. Brief mention 
may be made of afew. The question of their employment, 
their superannuation, and life assurance—still often 
banned by pre-insulin prejudice—is gradually being 
solved in their favour. Special Banting memorial 
convalescent homes and educational homes for difficult 
diabetic children have been established, initially by the 
persistent drive of our unique Diabetic Association of 
laymen and the doctors concerned with it. A happy 
union of effort, which has also begotten today’s memorial. 


CONCLUSION 

What are the particular qualities of mind and spirit 
that lead to scientific discoveries such as Banting and 
Best’s ? What makes men devote themselves to such 
tasks and pursuits which we must consider the quint- 
essence of human progress ? Never direct financial gain ; 
partly humanitarianism ; partly ambition to make a 
name and satisfy the power complex by success ; but 
mainly, I think, the need of the inquiring mind to explain 
and to wonder. This inquisitiveness, this search for 
explanation, for a logical pattern of cause and effect is 
innate in human mental processes, from the puzzled 
““why ” of a child to the adult questionings of the 
scientist and the philosopher. Banting always had the 
quality of scientific inquiry and imagination to a high 
degree, a quality difficult to define. It seems to consist 
essentially in a critical refusal to accept current theories 
and explanations ; to look at known facts themselves in 
a new and personal way ; to notice contradictions and 
discrepancies in existing thought; to build in the 
imagination a new explanation and then to work on this 
with vigour and with an open mind, to prove or disprove 
the new hypothesis by controlled experiment. And the 
last is the hardest and requires faith, hard work, dour 
sticking qualities, all of which the two discoverers of 
insulin needed in the highest degree to bring Banting’s 
idea to fruition. 

To retain the open mind is a difficulty which leads 
many astray in scientific work. It is all too easy to become 
biased in favour of our own hypothesis, the darling child 
of our imagination ; to invent experiments to prove our 
point; to neglect disappointing discrepancies that 
contradict ; and so, by neglecting facts, to give birth 
to an error which may take ten years to expunge. It is 
too easy to act like a lawyer pleading and proving his 
case and not like a factual scientist who must be ready to 
prove himself disappointingly wrong. 
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I by the memory of Banting, 
whose example of sane imagination and _ vigorous 
determination should live in our lives today. 
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THE GUILLAIN-BARRE SYNDROME OR 
ACUTE INFECTIVE POLYNEURITIS 


C. P. Percu 
M.D. Camb., M.R.C.P. 
PHYSICIAN, ST. HELIER HOSPITAL 
Guillain, Barré, and Strohl (1916) deseribed a severe 
form of flaccid paralysis in two soldiers who had eom- 
plained first of abnormal sensations in the feet, then of 
weakness of the legs which made walking difficult. 
Later the legs and then the arms became paralysed, with 
some involvement of the trunk and, in one case, of the 


neck. The cranial nerves, however, were not affected. 


There was no fever and no preceding illness. In spite 
of the apparent severity of the condition at its height, 
both soldiers completely recovered, le&ving hospital 
after forty-one and thirty-three days. Examinations 
of the cerebrospinal fluid (c.s.r.) revealed normal 
pressures, normal cell-counts, and negative Wassermann 
reactions, but an increased concentration of protein, 
reaching 250 mg. per 100 ml. in one case and 85 mg. 
per 100 ml. in the other. No evidence of diphtheria 
was obtained from throat swabs, and there was 
none of alcoholism. These workers drew attention to 
six features that they regarded as important: motor 
impairment, abolition of tendon-reflexes with preserva- 
tion of cutaneous ones, paresthesie with only slight 
objective sensory change, pain on pressure over muscle 
masses, slight modification of the electrical reactions, and 
hyperalbuminosis of the c.s.F. without cellular reaction. 

For this clinical picture the name of polyradiculo- 
neuritis was proposed, since it was held that, though the 
symptoms were due to a polyneuritis, the alterations 
in the c.s.F. denoted an inflammation of the spinal nerve- 
roots in their intrathecal course. Polyneuritis of toxic 
origin was well known but was not thought to affect the 
c.s.F. Osler had described an “ acute febrile polyneuritis ”’ 
of unknown etiology which presented a similar course, 
but a sharp fever (103°F) was a characteristic feature, 
whereas the French cases were afebrile. Since 1859 the name 
of Landry had been attached to a type of acute ascending 
flaccid paralysis which differed in being usually fatal. 
Polyradiculoneuritis therefore was offered as a new entity. 

Some years earlier Laurens (1908) had collected from 
reports published between 1859 and 1905 eighteen cases 
which are of interest in this connexion, though many 
of the descriptions were written before the introduction 
of lumbar puncture. Laurens grouped them together 
because of the facial paralysis, which Guillain did not 
at first realise could occur in his polyradiculoneuritis, 
and in some cases the rest of the illness is briefly alluded 
to, but eleven of the eighteen are described in such detail 
as to leave no doubt that we are reading of what Guillain 
et al. (1916) called polyradiculoneuritis and other workers 
the Guillain-Barré syndrome. Other descriptions ante- 
date that of Guillain et al., but Laurens’s collection is 
the most striking. 

Similar illnesses in Allied troops were subsequently 
noted. Holmes (1917) reported ‘* about twelve ” cases of 
symmetrical flaccid paralysis which he said “ might 
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be provisionally included under Sir William Osler’s 
title of acute febrile polyneuritis.”” It seems that the 
pyrexia was not well marked, and he noted: “It has 
rarely been possible to observe the degree or type of 
fever at the onset.”” In the light of subsequent experience 
it seems unjustifiable to separate this group on the 
basis of fever alone. Case-records are not given, but the 
paralysis was often preceded some weeks earlier by a 
brief infective episode, such as an influenza-like attack 
or a sore throat. Hesitant micturition was noted, but 
eatheterisation was never needed. Facial paralysis was 
usually present, dysphagia sometimes, and diplopia 
on three occasions. Two patients died of pneumonia, 
the rest recovering completely. Lumbar puncture, 
done in three cases, showed no abnormality of cells or 
other constituents, but the c.s.F.-protein is not stated 
and may not have been estimated. In the opinion of 
many workers these cases fall into the Guillain-Barré 
group. The name “ acute febrile polyneuritis ’ did not 
persist. 

Bradford et al. (1919) made a more elaborate study on 
British troops in France, summarising their findings in 
some thirty cases, which they stated were of the same 
type as Holmes’s. There was the same symmetrical 
flaccid paralysis, with abolition of the tendon-reflexes 
and little objective sensory change. The facial nerves 
were involved seventeen times, the sixth once; dys- 
phagia and palatal paralysis were rare. The proximal 
limb muscles were most affected, a point which in my 
own experience is significant. Fever does not seem 
to have been well marked. Four c.s.F. examinations 
were made and said to be normal, but again no C.s.¥.- 
protein levels were given. Eight patients died, and from 
glycerinated emulsions of the spinal cords of three of 
these a similar disease was said to be produced in 
monkeys (Macacus rhesus) by subdural inoculation. 
These workers were thus led to propose a new name : 
acute infective polyneuritis.”. The transmission experi- 
ments have been much criticised and have never been 
successfully repeated, but the name has persisted in 
British writings, where it must be regarded as synonymous 
witi the Guillain-Barré syndrome. 

The French did not admit the identity of the two 
conditions, holding their syndrome to be always benign, 
but this distinction could not be maintained. With 
increasing knowledge it was recognised that death could 
take place, especially from respiratory failure and if 
pneumonia developed. The supposedly characteristic 
c.s.F. findings turned up in other illnesses and were not 
always present in cases that were otherwise typical. 
Guillain for a long time resisted all modification of his 
original specification, and stated (Guillain 1936) that he 
preferred to exclude all fatal cases, all febrile ones, 
and all those with a c.s.F.-protein level less than 100 mg. 
per 100 ml. He accepted the frequency of seventh- 
nerve involvement, however, and his ten new case- 
records included examples of it. Later Guillain (1938) 
admitted the possibility of death in somewhat grudging 
terms. As regards the c.s.F. he agreed that the 
changes were never in themselves pathognomonic. 
Other contributors expressed similar views. 

In America the term acute infective polyneuritis 
is less commonly used than the eponym Guillain-Barré 
syndrome. Many other names have been suggested. 


CASE-RECORD 


The following is a typical case of benign flaccid 
paralysis closely resembling that described by Guillain 
et al. (1916). 

Case 1.—A married woman, aged 33, was admitted to 
hospital on June 13, 1947, unable to move her legs and with 
weakness of arms and face. Her illness had begun fourteen 
days previously, with tingling in her toes, first in the second 
and third toes of the left foot, then in the corresponding 
ones on the right. Seven days before admission she had 


noted severe weakness in her legs, and since four days before 
she had been unable to walk. At this stage there had been 
tingling in her hands, and it had become difficult to move 
the left side of her face. Shortly afterwards the right side of 
her face had become similarly affected, and with this had 
come a slight difficulty in swallowing and talking. There 
had been no disturbance of sphincters, no antecedent illness, 
and no sore throat. 

On examination she was a well-developed woman with a 
bilateral facial paralysis of the lower-motor-neurone type. 
The other cranial nerves appeared normal and there was no 
obvious impairment of speech. The fundus oculi was normal 
on both sides. In the arms there was weakness of all muscles, 
affecting the proximal groups and those of the shoulder girdle 
most severely, with the result that the grip was preserved to 
some extent but the patient could not lift her arms from the 
bed. The biceps, triceps, and supinator reflexes were absent 
bilaterally. There was no objective sensory loss to pinprick, 
cotton-wool, or vibrating tuning-fork in any part of the body. 
Weakness of the trunk prevented the patient from sitting up 
unaided, but the abdominal reflexes were all present. In the 
legs the proximal groups of muscles were also most affected, 
with the result that the patient could not lift her leg from the 
bed or extend her knee against gravity, but could dorsi- 
flex and plantar-flex her foot at the ankle powerfully. The 
large muscle masses were soft, and normal tone was absent. 
Knee and ankle reflexes were unobtainable; the plantar 
reflexes were flexor. No abnormality was discovered in any 
other system. There was no fever, and the blood-pressure 
was 140/90 mm. Hg. 

Lumbar Puncture.—The c.s.¥. on the day after admission 
was under normal pressure and gave a negative Wassermann 
reaction. The C.s.F.-protein level was 120 mg. per 100 ml. 
on June 13, 450 mg. per 100 ml. on June 27, and 55 mg. 
per 100 ml. on July 25. On the same dates the cell-count was 
less than 5 per c.mm. 

Progress.—After admission the patient began to improve 
slowly, with no treatment except aneurine by mouth 10 mg. 
daily. The left side of the face was the first to show signs of 
recovery, which were noted in about a fortnight. Next her 
arms regained a little power. About a month after admission, 
on July 14, 1947, the administration of neostigmine 1 mg. 
b.d. was started. It was continued for five days, during 
which time the patient became able to sit up alone, but it 
did not appear that this was more than would be expected 
at her previous rate of progress. At the end of this time 
abdominal colic and disturbance of bowel function were 
troublesome in spite of atropine sufficient to produce a dry 
mouth, and neostigmine was therefore stopped. Improvement 
continued, and physiotherapy was begun. Six weeks after 
admission the patient could lift her legs straight from the bed, 
the left side of her face moved well, and movement was 
returning to the right side. She could walk a few steps on 
Aug. 11, 1947, two months after admission; all tendon 
reflexes were still absent, and the right side of the face was 
still paralysed, the left side and the arms being normal. 
On Aug, 20, 1947, the patient was walking outside the ward, 
and a faint response to the supinator reflex was noted. On 
Sept. 1, 1947, nearly three months after admission, the 
patient was walking a quarter of a mile, the right side of the 
face was practically normal, and there was a suggestion of 
response in biceps and ankle jerks. On Sept. 14, 1947, she 
was discharged from hospital, without further alteration of 
the reflexes but otherwise well. 

This case and seven others are summarised in the 
accompanying table. Each of these patients showed a 
symmetrical flaccid paralysis involving particularly the 
proximal muscles of the limbs, and reaching in severe 
forms to the cranial nerves, with a predilection for the 
seventh (cases 1, 3, 7, and 8). Affection of all other 
cranial nerves except the first and eighth has been 
reported, and the symptoms suggest that the tenth was 
involved in case 1, but such involvement is rare and 
transient compared with that of the seventh. Papill- 
edema seems only to have been recorded in atypical 
cases (Ford and Walsh 1943). I have once seen the 
sixth nerve affected, in a case not included here. In 
the present series subjective sensory changes marked the 
onset, but there was little objective loss to ordinary 
tests. Tendon-jerks were always lost in the affected 
limbs, the abdominal reflexes being usually preserved 
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SUMMARY OF CASES 


Sex (yr.) Extent of paralysis Result | ) Antecedent illness 
1 33 Alllimbs,rightandleftface,and 108 ‘Dis- | 120 om 14th day; 450 None 
pharynx charged | 28th day; 55 on 56th day 
walking | 
2 Alllimbs 125 300 on 40th day; 500 on 
| 60th day; 240 on 75th 
} day; 160 on 99th day 
| 
3 F 24 All limbs and left face 32 ee | > 100 on 12th day eS 
61. Al limbs 76 » | 85 on 16th day 
5 M 33 ~All limbs, partially 54 oo | 65 on 44th day . “Flu” a week before 
6 F 48 Legs, and arms partially 47 - | 45 on 23rd day One-day fever 3 weeks before 
7 M 23 ~All limbs, and left face 125 9» | 45 on Ist day A cold 2 weeks before 
8 F 13 All limbs, and right and left face 7 Died Sa 140 on 5th day A cold 3 weeks before 


c.8.F. showed less than 5 


and the plantar reflexes flexor. The extensor plantar 
response, claimed by some to be present in the early 
stages and to afford evidence of implication of the upper 
motor neurone, was not seen. Sphincters were unaffected, 
but the loss of voluntary muscle power and the enforced 
recumbency produced at times a little difficulty with 
micturition in the most acute phase. 
fever when muscle weakness began, but in four cases 
there was a history of a febrile illness a few weeks earlier. 
The c.s.F. was normal in all respects except the C.s.F.- 
protein level, which was usually raised, sometimes 
rising as the paralysis improved (cases 1 and 2). Recovery 
was complete except in case 8, who developed convulsions 
while respiratory function was still good, and died 
rapidly. In 189 cases previously published 34 patients 
died (18%), but this mortality is heavily weighted by 
the failure to recognise mild cases. Both sexes are 
equally affected, and the condition may develop at any 
age, extremes of 2 and 78 years having been recorded. 
Sporadic cases are the rule. I have not met the chronic 


. type of polyneuritis described by some workers—e.g., 


De Jong (1940)—as the same condition, but it seems to 
be a different disease. 


PATHOLOGY 


The contribution of morbid anatomy to the under- 
standing of this disease is slight. In those dying at 
the height of the paralysis—e.g., case 8—as well as those 
dying of unrelated intercurrent disease, the scanty 
and varied lesions found post mortem give no clue to 
their origin. Necropsies have been recorded by at least 
sixteen workers, from Laurens (1908) to Lewey (1945). 
The usual findings have been a polyneuritis with various 
degrees of degeneration and, less commonly, inflamma- 
tion of such peripheral nerves as have been sectioned and 
of the spinal roots. The anterior-horn cells are the next 
most often mentioned site of change (Holmes 1917, 
Bradford et al. 1919, De Jong 1940, Lewey 1945), and 
Viets (1927) and De Jong (1940) found the lesion 
confined to these cells and the homologous bulbar 
nuclei. Degeneration of the long tracts is less common 
and has been supposed to be secondary (Roseman and 
Aring 1941). Honeyman (1937) found no significant 
abnormality in a detailed examination of the nervous 
system in four fatal cases. Case 8 of the present series, 
though the investigation is not yet complete, promises 
equally little. It must be remembered that in a disease 
that is not often lethal post-mortem evidence may be 
entirely misleading. 


DIFFERENTIAL DIAGNOSIS 
From Poliomyelitis 
Confusion with acute anterior poliomyelitis causes the 
main difficulty, but usually the clinical pictures of the 


There was never - 


per ¢c.mm. in all 


two diseases are distinct. Holmes (1917) listed some 
of the most helpful diagnostic features, and subsequent 
experience has added to them; Dagnelie (1938) gives 
a good summary. The differences are as follows : 

(1) Patients with Guillain-Barré syndrome are afebrile 

and paralysed when first seen. If it is possible to relate 
the onset to an obvious fever, such fever has usually 
developed two or three weeks previously. Patients with 
poliomyelitis are. usually febrile at the onset of the 
paralysis and for a few days beforehand) 
(2) In the Guillain-Barré syndrome paralysis “spreads 
at times very rapidly, but more often slowly, whereas 
the paralysis of poliomyelitis is classically maximal at 
the onset, though it may extend, especially to the 
medulla, in rare instances. 

(3) In the Guillain-Barré syndrome the paralysis is 
symmetrical, or perhaps ascends a little higher on one 
side. The proximal muscles are most affected in the 
limbs, and the trunk tends to escape. In poliomyelitis 
a single limb, two on the same side, or odd groups of 
muscles are often affected, as is the trunk. 

(4) Subjective sensory symptoms are greater and more 
persistent in the Guillain-Barré syndrome than in polio- 
myelitis, but genuine objective sensory loss is not a 
feature of either disease. 

(5) Recovery, though sometimes slow, is complete 
in the Guillain-Barré syndrome, in contrast to the residual 
paralyses which are pathognomonic of poliomyelitis. 
There is not usually much muscle wasting in the Guillain- 
Barré syndrome. 

(6) The c.s.F. in the Guillain-Barré syndrome usually 
shows at some period an increase in protein without any 
increase in cells. In poliomyelitis there is typically 
first an increase in cells and later in protein; but an 
increase in protein may be the only departure from 
normal. Jervis and Strasburger (1943) described a fatal 
case which never had more than seven cells per c.mm, 
but in which the C.s.F.-protein level rose to over 1200 mg. 
per 100 ml. in the fourth week. Necropsy showed lesions 
of poliomyelitis. These workers had made a “‘ tentative 
diagnosis of Guillain-Barré syndrome’ and emphasise 
the difficulty in diagnosis, but the onset with maximal 
paralysis and a temperature of 102°F should have 
aroused considerable doubt. Nicholson (1946) described 
three cases of poliomyelitis in which the C.s.¥.-protein 
level was 74, 67, and 54 mg. per 100 ml. on the seventh, 
fourth, and fifth day of the disease respectively, cells 
being 5 or less per c.mm. Isolated c.s.F. findings should 
therefore be interpreted with reserve. 


From Other Polyneuritis 

Rarely do other forms of polyneuritis present difficulty. 
Diphtheritic polyneuritis is marked by the causal 
infection, and, though the c.s.F.-protein level is often 
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raised cells, the distribution of the 
is different. In faucial diphtheria, for example, the 
local paralysis of the palate and the paralysis of accom- 
modation appear first, and may still be present at the 
onset of general weakness. Facial palsy is not common 
in diphtheria. 

The remaining forms of polyneuritis are classically 
accompanied by a normal C.s.F., but Boudouresques 
(1938) has pointed out that any of the infective varieties 
may on rare occasions show an increase of C.S.F.-protein. 
He summarised the infective forms as mainly motor and 
acute, and the toxic types as mainly sensory and chronic. 
There are obvious exceptions to this rule, but where 
paralysis is due to a metallic or organic poison it does not 
show the rapid onset and steady recovery found in the 
Guillain-Barré syndrome. Lead paralysis begins in the 
extensors of the wrist and is said to be greatest here even 
in the very rare case in which it becomes generalised. 
Aleoholic polyneuritis and the allied types due to 
aneurine deficiency occur in special circumstances and 
again do not show the same march of events as the 
Guillain-Barré syndrome; the ¢.s.F. was normal in 
sixty-nine alcoholic cases out of seventy examined by 
van Bogaert et al. (1938) and in one personal observation 
of mine. 

TREATMENT 

There is no specific treatment for the Guillain-Barré 
syndrome, and the tendency to rapid improvement 
makes the assessment of remedies difficult. The most 
important point is that the paralysis may involve the 
respiratory muscles and render artificial respiration 
necessary. Hence a mechanical respirator or “ iron 
lung ”’ is at times useful. 

Aneurine.—Since the discovery of the effect of aneurine 
deficiency in impairing peripheral nerve function scarcely 
a case of polyneuritis has escaped the administration 
of this substance, and most of those described here are 
no exception. It is hard to say how much it assists 
recovery, but it is harmless. 

Physiotherapy.—The benefits of physiotherapy are 
obvious and easy to understand. 

Neostigmine.—Reports from America emphasise the 
value of neostigmine, which was tried because of a 
presumed analogy with poliomyelitis, where it is said 
to diminish muscle spasm. ‘Test (1946) deseribed a 
dramatic improvement in a woman, aged 22, within a 
few hours of its administration in doses of 0-5 mg. four- 
hourly ; but the patient stayed two months in hospital, 
which is a fairly usual timg for a case not so treated. 
Shaffer (1946) described a similar improvement in a boy, 
aged 8 years, treated on the same lines. He includes 
a graph of the maximal range of passive movement in 
various joints before and after starting treatment with 
neostigmine, and the increase recorded is considerable. 
Before treatment, however, measurements seem to have 
been made once a day, in contrast to eighteen times a 
day after it was started: hence suggestion possibly 
played some part. This child also spent two months 
in hospital. Iam not impressed by the part alleged to be 
played by muscle spasm in the Guillain-Barré syndrome, 
and my trial of neostigmine did not produce suflicient 
benetit to encourage me to continue it. 


SUMMARY 


The description of polyradiculoneuritis by Guillain, 
Barré, and Strohl in 1916, subsequently modified by 
Guillain in 1936, is identical with that of the acute infective 
polyneuritis of English workers and the polyneuritis 
with facial diplegia of Laurens and American workers. 

Its clinical picture is strikingly characteristic, and its 
recognition rests on this. Its features are a symmetrical 
flaccid paralysis with abolition of the tendon-reflexes 
and with well-marked subjective sensory symptoms 
without much objective change. The patients are 
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afebrile but may an febrile illness. 
Facial paralysis is common, but affection of the other 
cranial nerves unusual. 

Complete recovery is the rule, but rarely the patient 
may die. 

An increase in ¢.s.F.-protein is usual but not pathog- 
nomonie. 

There are no specific pathological findings. Poly- 
neuritis and degeneration of nerve-roots may be found, 
with occasional changes in the cord. 

The wxtiology is unknown, and the infective nature 
unproved. 

Differentiation from poliomyelitis is important and 
not difficult. 

Treatment can only be symptomatic. 
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THE effect of pentamethonium iodide (pentamethylene 
bistrimethylammonium di-iodide) in normal and hyper- 
tensive people has been discussed by Arnold and Rosen- 
heim (1949). The presence in this country of Professor 
Goetz enabled its action on the peripheral circulation to 
be studied with his digital plethysmograph. The short 
time available has allowed only eight persons to be studied 
—two normal, two hypertensive, and four with peripheral 
vascuiar disease. The results obtained in these cases 
and the production of commercial preparations of the 
drug have prompted the present report. 

The value of continuous records of the pulse-volume, 
digital volume, and arterial inflow as measures of the 
peripheral blood-flow has been fully described elsewhere 
(Goetz 1946, 1948, 1949). The digital plethysmograph 
permits the simultaneous recording of changes in two 
digits and also of respiration and skin temperature. 
The pulse-rate can be obtained from the tracings. In 
some cases frequent blood-pressure readings were taken 
with a mereurial sphygmomanometer. The changes 
produced by pentamethonium iodide have been studied 
in the recumbent subject. The drug has been given 
intravenously in doses of 40-50 mg. over a period of 
30 seconds. 

RESULTS 

The normal response to an intravenous dose of 50 mg. 
of pentamethonium iodide is shown in fig. 1, which is 
a graph prepared from the continuous record. The 
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pulse-volume and digital volume begin to increase within 
a minute of the start of the injection, and full vaso- 
dilatation is reached within a few minutes. Vasodilatation 
persists for at least an hour and is accompanied by some 
rise in skin temperature. Immediately after the injection 
the heart-rate rises. In the normal recumbent person 
there is little or no fall in ‘lood-pressure. Figs. 2 and 3 
are cuttings from the records on which fig. 1 is based. 
The pulse-volume in the big toes was doubled, rising from 
+ 0-02 to + 0-04 ml. (fig. 2). The increase in the rate 
of arterial inflow, measured by the venous congestion 
test (Goetz 1946), is well shown in fig. 3. 
Pentamethonium iodide thus produces well-marked 
peripheral vasodilatation. This can be counteracted with 
adrenaline. Adrenaline was given by intravenous drip 
to a normal subject before and after injection of the 
drug. A similar effect was observed on both occasions. 
When 16 ug. of adrenaline was injected over a period 
of two minutes, eight minutes after the injection of 
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Fig. |—The effect of an intravenous injection of 50 mg. of pentametho- 
nium iodide on the circulation of a normal man, and the effect of a 
small intravenous dose of adrenaline on the vasodilatation produced 
by pentamethonium iodide. 


50 mg. of pentamethonium iodide, there was a fall in 
pulse and digital volumes, a fall followed by a sharp rise 
of blood-pressure, and a further rise in pulse-rate (fig. 1). 

In view of the fall of blood-pressure it is known to 
produce in patients with hypertension (Arnold and 
Rosenheim 1949), the effect of pentamethonium iodide 
on the peripheral circulation was studied in two such 
cases. In the first the blood-pressure fell from 264/140 
to 180/104 mm. Hg after the injection of 50 mg. of the 
drug and well-marked peripheral vasodilatation occurred 
(fig. 4). In the second patient there was a smaller fall 
of blood-pressure (from 260/154 to 214/136 mm. Hg) and 
the effect on the peripheral circulation was much slighter. 

The effect of pentamethonium iodide was studied in 
four patients who had had either a cervical or a lumbar 
sympathectomy for peripheral vascular disease. In only 
one case did the drug fail to produce some increase in 
pulse-volume, and this patient was examined when the 


Before injection After 3 min. After | br. 


Seconds 


Fig. 2—Tracings obtained with the optical digital plethysmograph, 
showing the increase in pulse-volume following an intravenous 
injection of 50 mg. of pentamethonium iodide. The lower tracing 
records the pulse-volume of the left big toe, the middle tracing that 
of the right big toe, and the upper curve is a record of respiration. 


vessels had not yet regained any vasomotor tone after 
the vasodilatation caused by lumbar sympathectomy. 

That pentamethonium iodide may prove useful in the 
study of peripheral vascular disease is illustrated by the 
following case : 

A woman, aged 43, was admitted to hospital with mild 
diabetes and intermittent claudication in the right calf, 
No pulsation could be felt in the right dorsalis pedis artery, 
but pulsation was readily palpable in the left dorsalis pedis 
and in both posterior tibial arteries. The flush of a reactive 
hyperemia test reached the base of the left big tée in™ seconds 
but took some 14 seconds on the right side. 

The patient was given 50 mg. of pentamethonium iodide 
intravenously. Half an hour after the injection the pulse- 
volume had risen from + 0-001 to + 0-010 ml. in the right 
big toe and from = 0-002 to + 0-015 ml. in the left. During 
this time the skin temperature on the dorsum of the right 
foot had risen only 1-2°C, while that on the left rose 2-4°C. 
In the big toe the pulse-volume normally reaches at least 
0-02 ml. in full vasodilatation (Goetz 1946). It was clear, 
therefore, that either the pentamethonium iodide had not 
achieved full vasomotor release or that arterial disease was 
present in both legs; but the change following the injection 
suggested that lumbar sympathectomy would improve the 
circulation in the right leg. 

This operation was performed and the patient was investi- 
gated again eleven days later. At this time the right foot 
was warmer than the left. The pulse-volume, at rest, in 
the right toe (+. 0-013 ml.) compared favourably with that 
obtained preoperatively after injection of pentamethonium 
iodide (+ 0-010 ml.), while that in the left (+ 0-002 ml.) 
was unaltered. After the postoperative injection of 50 mg. 
of pentamethonium iodide, the pulse-volume on the right 
side showed no material change, while that on the left rose 
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After 5'/, min. 
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Fig. 3—Tracings similar to those in fig. 2, showing the increase in 
digital volume of the big toes during venous congestion tests before 
a” after intravenous injection of 50 a of pentamethonium iodide 

a normal man. The pre! 4 rise in digital volume after 
indicates an increased blood-flow. 
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to + 0-012 ey (fig. 5). Ff of the hand in 
ice-cold water led to no change in the right but a 
considerable decrease in the volume of the left pulse. 
This suggested that 50 mg. of pentamethonium iodide 
had not blocked all vasoconstrictor impulses, but the 
injection of a further 25 mg. did not lead to a further 
increase in the left pulse-volume. 


DISCUSSION 


From a study of the effect of pentamethonium 
iodide in animals Paton and Zaimis (1949) 
concluded that it paralysed the transmission of 
impulses through the autonomic ganglia, having 
an action similar to that of tetraethylammonium 
salts. Arnold and Rosenheim (1949) found that 
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5—The effect of pentamethonium iodide 50 mg., 


(our. 3, 


After sympathectomy 


and 


the drug produced a fall of blood-pressure in i oe sympathectomy, on pulse-volume in the right and left b 


hypertensive patients. This effect was, again, 
similar to that of tetraethylammonium chloride 
but lasted longer and was accompanied by fewer 
subjective sensations. This protracted action was also 
shown by the development of postural hypotension in 
a normal person more than an hour after injection. 

Tetraethylammonium salts have been used in the 
investigation and treatment of peripheral vascular 
disease (Berry et al. 1946), but their value has been 
questioned (Boyd et al. 1948) because, with skin tem- 
perature and skin resistance as an index of vasodilatation, 
the results compared unfavourably with those following 
sympathetic block. It appeared possible that the 
protracted action of pentamethonium iodide would make 
it more useful than tetraethylammonium chloride in the 
investigation of peripheral vascular disease. 

The effect of pentamethonium iodide on the peripheral 
circulation was therefore studied with the optical digital 
plethysmograph. In normal people peripheral vaso- 
dilatation has been demonstrated. This begins within 
a minute of intravenous injection, reaches its maximum 
within 3 or 4 minutes, and persists for a considerable 
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of a woman, aged 43, with intermittent claudication in the right — a, 
before injection; 6, after injection. The upper tracing is from the right, 
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time, being still present after an hour in one person. 
The degree of vasodilatation, as judged by plethysmo: 
graphy, could not be appreciated by recording the skin 
temperature, which responded rather poorly. This 
confirms the contention put forward by Goetz (1946, 
1949) that skin-temperature readings are unsatisfactory 
in assessing peripheral blood-flow, and that estimation 
of arterial blood-flow in terms of skin temperature is 
practically impossible. 

In normal people the peripheral vasodilatation was 
accompanied by little change in blood-pressure. In 
patients with hypertension the vasodilatation coincided 
with a fall in blood-pressure. Adrenaline counteracted 
this hypotensive action, and its effect on the peripheral 
circulation was investigated in a normal person under 
the influence of pentamethonium iodide. Though only 
a minimal intravenous dose of adrenaline was given it 
caused a definite rise in blood-pressure and a transient 
vasoconstriction. In this respect pentamethonium iodide 
does not prevent the peripheral action of adrenaline. 

The effect of pentamethonium iodide has also been 
studied in the sympathectomised limb. The occurrence of 
some vasodilatation, when intrinsic vascular tone had 
been regained, was unexpected, and the possibility of 
some direct action on the peripheral vessels has not 
been excluded. 

The dose of pentamethonium iodide required to abolish 
all vasoconstrictor impulses has not yet been determined, 
and we are now investigating the constancy and value 
of its vasodilator action in peripheral vascular disease. 


SUMMARY 


The peripheral vasodilatation produced by penta- 
methonium iodide has been studied with the optical digital 
plethysmograph. 

In normal people vasodilatation begins within a 
minute of injection and persists for at least an hour. 

The value of pentamethonium iodide in the investiga- 
tion and treatment of peripheral vascular disease is now 
being studied. 


The pentamethonium iodide used in this investigation was 
kindly supplied by the Wellcome Foundation. Our thanks 
are due to Mr. V. K. Asta, medical artist at University 
College Hospital medical school, for assistance in the 
preparation of the charts. 
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INCIDENCE OF STAPH. AUREUS IN THE 
ANTERIOR NARES OF HEALTHY 
CHILDREN 


A. C. CUNLIFFE 
M.A., M.D. Camb. 

READER IN BACTERIOLOGY, UNIVERSITY OF LONDON, AT 
KING'S COLLEGE HOSPITAL MEDICAL SCHOOL; BACTERIOLOGIST, 
KING’S COLLEGE HOSPITAL 
Witnout some knowledge of the incidence of a 
pathogenic micro-organism in the healthy body it is 
difficult to assess the significance of the organism when 
found in diseased tissues, and to estimate accurately 
the sources and importance of self-infection and 

cross-infection. 

It has long been recognised that Staph. awreus may be 
found in the nose and on the skin of healthy people ; 
Miles* et al. (1944), reviewing the published reports, 
record estimates of the nasal carrier-rate of Staph. aureus 
in adults from 22to 45%. These variations are no doubt 
due partly to different sampling techniques and partly 
to differences in the populations sampled. It is interesting 
to note that, whereas Miles et al. found a carrier-rate 
of 494% among patients swabbed on admission to 
hospital, they observed a significantly higher rate of 
545% among patients sampled during their stay in 
hospital and 64% among the nurses. 

Information about the incidence of Staph. awreus in 
the noses of children is relatively scanty, but both 
Hallman (1937) and McFarlan (1938) agree in finding 
significantly higher rates among children than among 
adults in hospital—i.e., 58-4% in children as against 
44-99% in adults and 57-5% as against 41-9% respec- 
tively. Dr. A. M. Thomas and I (unpublished work, 
cited by Miles 1941) found that the nares of about 
90% of healthy infants born in hospital are infected 
with Staph. aureus within the first two weeks of life. 

The present survey of the incidence of Staph. awreus 
in the nares of healthy children was undertaken to find 
whether there is a gradual fall in the carrier-rate with 
increasing age, as suggested by the above results. 
Hallman recorded a higher incidence (60-5%) between 
the ages of 13 and 19 than in either adults or younger 
children, but found no change between the ages of 
1 and 12 years, though he states that there was ‘“‘a 
rather sharp variation around the mean of 58-4%”; 
his paper, however, does not contain the figures upon 
which he based this observation. 

MATERIAL AND METHODS 

The population studied consisted of four groups of 
childrén. 

Group 1 comprised 156 children aged from 2 weeks 
to 15 years, whose noses were sampled within a few 
hours of their admission to hospital. This sample was 
unselected but for the fact that children with signs or 
symptoms of infection of the upper respiratory tract 
were excluded. It included 71 patients with congenital 
deformities of the lip and palate, since no significant 
differences in nasal carriage were found between them 
and normal children. 

Group 2 comprised the entire population of a small 
residential school of 40 children aged 3-15 years. 


TABLE I—NASAL CARRIAGE OF Staph. 


_ of their pigment formation or hemolytic activity. 


Group 3 was composed of 138 children, aged from 
2 weeks to 5 years, attending an infant-welfare clinic ; 
several of these children were swabbed on many occasions, 
but for the purposes of this survey the result of only 
the first swab has been included, though this was not 
always taken at the first attendance at the clinic. 

Group 4 consisted of 112 babies aged from less than 
1 hour to 2 weeks,“from whom 255 swabs were taken 
in the maternity unit of a general hospital, where in the 
past several small outbreaks of impetigo neonatorum 
had taken place; there was no major outbreak during 
the four months (January—April) in which the survey 
was conducted, though occasional “sticky eyes”? and 
three mild cases of impetigo were noted during this 
time. 

Technique of Sampling.—The nose was sampled by 
passing a swab moistened with peptone water or nutrient 
broth through both nostrils; the skin by rubbing a 
moistened swab over a circular area, 2-5 cm. in diameter, 
on the back of the right wrist. The swabs were inoculated 
on to one half of a 5% horse blood-agar plate within 
1/,-2 hours of sampling. Plates were examined after 
incubation overnight at 37°C; all staphylococci were 
tested for coagulase activity by the slide technique 
(Cadness-Graves et al. 1943), and those negative by this 
test were tested in 10% plasma broth. All coagulase- 
positive strains were classed as Staph. aureus irrespective 


Though the findings of Schwabacher et al. (1945) suggest 
that there may be a somewhat closer correlation between 
virulence and production of « lysin, it is eertain that, 
by using the coagulase test only, most if_not all of the 
potentially pathogenic staphylococci will have been 
recognised, because coagulase-negative strains do not 
produce « lysin (Schwabacher et al. 1945). 


RESULTS 

Carrier-rates in the First 14 Days of Life 

The carrier-rates for the first 14 days of life were 
computed from data gathered in the maternity unit of 
a single hospital and can in no way be considered to 
represent a random sample of the infant population as 
a whole. Conditions in such units are very different 
from those of home nursing in that there is a greater 
risk of cross-infection. 

The unit was housed in a block apart from the main 
hospital and contained a main 8-bedded ward of about 
24,000 c.ft. capacity, one 2-bedded ward, and two 
single rooms; the infants were bathed in a common 
nursery. At the beginning of the survey swabs were 
taken daily or at two-day intervals ; but, when it became 
evident that 90-100% of the children were already 
infected by the end of the first week, and since in no 
instance was a negative swab obtained in the second 
week once Staph. aureus was established, the routine 
was modified, and swabbing was mainly confined to 
the first few days of life to ascertain how quickly the nose 
was colonised with Staph. aureus. No accurate estimates 
of the daily carrier-rates can therefore be given after 
the fourth day. There was, however, a progressive 
increase from 8-6% on the first day to about 100% at 
the end of the first week, over 50% of noses being 
colonised by the third day (table 1). These figures 


aureus IN THE FIRST MONTHS OF LIFE 


5 Days of age } Months of age 
| 1- | 2- | 
No. of children sampled .. 35 50 47 38 28 12 22 | 34 
| | 


No. and percentage ( + stan- 
dard error) carrying Staph. 
aureus 


3 i 26 29 27 13 8 
22% + 55% 4+ 7-3) 76% + 6-9| 96% + 91% + + 10-5| 38% + 8-3 [38 % + 10-6 
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TABLE II-—-NASAL CARRIAGE OF Staph, aureus IN THE EARLY 
YEARS OF LIFE 


| Years of age 


| 2- 4- 6- 8- | 10-15 


No. of chil- 


dren tested) 78 
No. and | } 
percentage } | 
+ stan- 18 1 15 18 | 
dard error)) (23% (29% (38% (58% (65% (60% 
of carriers 4-8) x 5°6) | + 78) + + 11-6) 12-6) 
x? = 24:21; N = 5; P = 0-001—i.e., similar differences between 


thoes groups would Set be obtained by chance more than once in a 
thousand times. 


approximate very closely to those obtained by Torrey 
and Reese (1945). 

About 20% of the plates inoculated from swabs taken 
on the first day were sterile, compared with 4% and 2% 
on the second and third days respectively. The total 
growth on the first two days was invariably scanty 
and was composed for the most part of micrococci, 
non-hemolytiec streptococci, and diphtheroid bacilli, a 
finding in agreement with the work of Kneeland (1930) 
and Torrey and Reese (1945). A further interesting 
feature brought out by repeated swabbing was the 
rapid increase in the numbers of Staph. aureus appearing 
in the cultures; whereas only a few colonies of these 
organisins were generally isolated from the first positive 
swab, a profuse growth, often a pure culture, was 
‘invariably obtained within three days of this finding. 
Similar heavy growths were obtained from all except 
one of the swabs taken in the second week of life. 


Carrier-rates in Infants Aged from 3 Weeks to 6 Months 

Of the children examined in the first 6 months of life 
95% were attending an infant-welfare centre ; the 
remainder were patients sampled on admission to 
hospital. From the carrier-rates shown in the second half 
of table 1 it is clear that there was a rapid fall from 
91-5% in the third and fourth weeks to 38-2% in the 
fourth and fifth months. It is uncertain what relation 
these figures bear to the general population, since 70% 
of the children attending the clinic were born in hospital, 
35:5% at the same hospital as the infants of group 1; 
25% were born at home; and the remaining 5% were 
born in private nursing-homes. The number of home- 
born babies was, unfortunately, small, but the fact 
that one of two home-born children gave a negative 
swab in the first month and that all six were negative 
in the second month (table 11) suggests that in these 
children the rates in the early weeks of life are lower 
than those of hospital children of the same age. No 
gross differences in carrier-rate were, however, apparent 
between children born in hospital and at home in the 
age-groups 3-6 months and 7-12 months. 


TABLE III—-COMPARISON BETWEEN NASAL CARRIER-RATES OF 
CHILDREN BORN IN HOSPITAL AND AT HOME 


Place of birth 


Age of child 


Home Hospital 
2-4 weeks 1/2 9/10 
5-8 weeks 0/6 | 13/16 
2-8 weeks 1/8 (12-5 %) 22/26 (84-6 %) 
3-6 months... 5/10 10/23 
7-12 months .. 7 2/9 | 2/8 


3-12 months 7/19 (36-8%) 12/31 (38-7 %) 


Numerator = no. of children carrying Staph. aureus. 
Denominator = total no. observed. 
Percentages carrying Staph. aureus are in parentheses. 


Carrier-rates in Children Aged from 6 Months to 15 Years 
The Staph. aureus carrier-rates in children aged from 
6 months to 15 years were obtained from three groups : 
hospital admissions, an infant-welfare clinic, and a 
residential school. The pooled carrier-rates of these 
groups {table ™) show a gradual rise from 23-1% in 
children aged from 6 months to 2 years to 64- 7%), in 
children aged 9 and 10 years. Though the numbers 
in each age-group in the three populations were too 
small for comparison between groups, it is significant that 
the same rising trend was found in each population. 


RELATION BETWEEN NASAL CARRIAGE OF MOTHER 
AND INFANT 


To determine whether the maternal carriage of Staph. 
aureus influenced the rate at which infants became 
infected “with this organism, swabs were taken from 
the nose and wrist of 64 mothers within forty-eight 
hours of admission to hospital, usually on the day after 
delivery ; 37 (58%) of the mothers were nasal carriers 
and 8 (13%) were skin carriers of Staph. aureus. 

Table iv sets out the carrier-rates of infants aged 1-4 
days in relation to the carrier state of the mother. 
Though for each day the carrier-rate Was somewhat 
higher in the children of nasal carriers, the y* test showed 
that these differences could readily have occurred by 
chance ; and, whereas it is possible that, if larger numbers 
were sampled, colonisation with Staph. aureus might be 
shown to be more rapid in the children of carriers, it 
may be inferred with certainty that in this unit other 


TABLE IV—-RELATION BETWEEN MATERNAL CARRIER STATE 
AND DAILY CARRIER-RATE OF INFANTS 


| Maternal nasal carriage 
Age of | Positive children | Negative children 
child x? 
(days) 
carrying % carrying’ 
No. | Staph. | No. | Staph. 
aureus | aureus 
0- 860 | NM 0-8119 
i- 22 22-7 17 17-6 00001 
2- 26 |. 57-6 12 50-0 0-0017 
3-4 18 } 88-3 | il 72-7 1-1910 
| | } 
For whole group, x? = 2-0047 = 3; P = 0-6—i.e., differences 


as great as these Pht be tained by chance in three out of five 
samples of similar size. 


factors were of greater importance in the colonisation 
of infants’ noses than was maternal infection. 

This conclusion is strengthened by data obtained 
from an outbreak of neonatal impetigo in the same unit 
twelve months later. Staphylococci of the same phage 
type (47B) were isolated from both the nose and lesions 
of all six affected infants and from the noses of five out 
of six healthy children. Less than half the mothers 
yielded positive nasal swabs; these strains were not 
typed, but the odds would be very great against the 
chance occurrence of staphylococci of the same phage 
type in the-noses of more than one of these carriers 
(Williams 1946). Most of the infants, therefore, must 
have been infected from other sources. It is noteworthy 
that type 47B was recovered from the wrists of four nurses, 
one of whom subsequently developed a whitlow from 
which staphylococci of the same type were grown; 
seven of ten nurses were nasal carriers of Staph. aureus 
but from none of them were type 47B staphylococci 
isolated. The original source of the outbreak was 
undiscovered ; it is, however, highly probable that the 
hands of nurses provided a ready vehicle for the spread 
of the infection. 


DISCUSSION 


The data presented here cannot be considered as 
necessarily characteristic of a random sample of the 
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Comparison of staphylococcal antitoxin levels in serum (Bryce and 
Burnet 1932) with nasal carrier-rates: interrupted line, percentage 
of sera containing 40 or more arbitrary units of staphylococcal a 
antitoxin per ml. ; continuous line, nasal carrier-rate of children. 


child population. The carrier-rates for the first two 
weeks of life were estimated only for infants born in 
a single hospital. However, conditions in this unit 
were not materially different from those found in most 
maternity units, and there is considerable evidence to 
suggest that similar bigh rates of nasal carriage obtain 


most hospitals. Thus, in unpublished investigations 


I found rates over 80% in two other institutions, a 
state of affairs similar to that observed in the New York 
Hospital by Torrey and Reese (1945), and that observed 
in the unit investigated by Duncan and Walker (1942), 
where Staph. aureus was found in the throats of 95% 
of children within 8 days of birth. Other investigations 
in maternity units have largely been carried out during, 
or after, outbreaks of staphylococcal infections ; McFarlan 
(1942) reported a earrier-rate of 80°, among 41 babies, 
16 of whom had ‘ pemphigus,” and Dr. E. J. Stokes 
(personal communication) found rates of 80—-100% in 


one London and numerous Hertfordshire maternity units. - 


The evidence from a small number of babies swabbed 
in the first and second months suggests that the nares 
are not colonised with Staph. aureus with the same speed 
and regularity in infants born at home as in those born 
in hospital. This might be expected on the grounds 
of a lesser opportunity for infection ; for, whereas the 
reservoir of Staph. aureus in the home is probably largely 
limited to the nasopharynx and skin of the mother and 
nurse, in hospitals there is a vast pool of potential 
infection in the noses and on the skin of infected infants, 
in thejr fomites, and in the dust (Hobbs 1944, Knott 
and Blaikley 1944). The evidence presented here indi- 
cates that infants in hospital are not usually infected 
by their mothers but more commonly indirectly from 
other babies, with the hands or clothing of attendants 
and the air as probable-vehicles of infection. A similar 
interpretation might be made of Duncan and Walker’s 
(1942) findings that staphylococci were usually found 
in the throat of the infant earlier than in the breast-milk 
of the mother. Further, by the serological and phage 
typing of Staph. awreus Elliott et al. (1941) and Hobbs 
(1944) have produced strong circumstantial evidence 
that nurses who are persistent and profuse carriers may 
give rise to outbreaks of neonatal staphylococcal infec- 
tion. It seems therefore highly probable that carrier- 
rates similar to those in table 1 are usual in hospital 
patients, and it is certain that infants are more often 
infected from the hospital environment than from their 
mothers. 

In view of the work of Hallman (1937) the finding in this 
survey, clearly illustrated by the accompanying figure, 
of a gradual rise in the nasal carrier-rate for children aged 
from 2 to 10 years was unexp@&ted, as was the very low 
incidence in those aged from 6 months to 2 years.. This 
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is of greater interest in the light of Dr. R. E. O. William’s 
finding (personal cemmunication 1947) of a gradual 
fall with age in the incidence of Staph. aureus in the 
noses of adults. Swabbing hospital outpatients on their 
first attendance he obtained nasal carrier-rates of 
538%, 52%, 43%, and 38% in the second, third, fourth, 
and fifth decades .pespectively, and 45% for ages over 
50 years. 

It is tempting to speculate on these variations in the 
nasal flora. _The initial high incidence in the first weeks 
of life, which is perhaps true only of children born in 
hospital, probably results from the entry of bighly 
susceptible individuals into a heavily infected environ- 
ment. That newborn infants are highly susceptible to 
Staph. aureus is borne out by the difference between 
adult and neonatal lesions and by the lack of localisation 
which characterises the severer types of staphylococcal 
infection in children. The low incidence of clinical 
staphylococcal infections among the mothers of infants 
with septic staphylococcal lesions is a striking feature of 
most outbreaks of severe impetigo neonatorum and 
suggests that this high susceptibility of infants is due 
mainly to a lack of cellular immunity, since at birth 
children are endowed with circulating staphylococcal 
antitoxin acquired passively from their mothers (Bryce 
and Burnet 1932, Murray 1935). 

The fall in the nasal earrier-rate in the first two years 
may bear some relation to the fact that most young 
children live in a small closed community ; immunity 
is perhaps acquired against the strains present in these 
surroundings, the subsequent rise in mMeidence being 
possibly the result of the child’s graduh’lly ‘increasing 
contact with fresh strains of Staph. awreus in the outside 
world, particularly in a school community. The gradual 
fall with age of the incidence of Staph. aureus in the 
nares of the adult population, as noted by Williams, 
may be a reflection of an increasing immunity, but 
may, on the other hand, result from a less intimate 
contact with the community than occurs during school 
years. 

It is interesting to compare the staphylococcal anti- 
toxin levels found by Bryce and Burnet (1932) in human 
sera with the nasal carrier-rates for the same ages. 
The interrupted line in the figure summarises their 
findings ; the rapid fall in antitoxin level in the first 
few months of life is, no doubt, due to a loss of congenital 
passive immunity (cf., diphtheria and scarlatinal anti- 
toxin); the gradual rise in the age-group 2-10 years, 
however, bears a well-marked resemblance to that 
obtained by plotting the percentage incidence of Staph. 
aureus in the nose against age, but it is a matter for 
conjecture whether it is in any way related to the factors 
causing the rise in nasal carrier-rate in this age-group. 
Bryce and Burnet (1932) isolated white staphylococci 
of low toxicity from the skin of healthy people and 
suggested that such strains might play a part in bringing 
about this immunity; Staph. aureus of apparently 
normal toxicity, as judged by the coagulase test, will 
presumably have the same effect when carried in the 
nose. However, though it is possible that the nasal 
carriage of these organisms may be beneficial in stimu- 
lating defence mechanisms, it must be remembered that, 
as phage typing has shown, many wounds become infected 
with staphylococci previously carried in the person’s 
own nose (Williams and Miles 1949); thus, if the 
staphylococcal « antitoxin is a response to the stimulus 
of the person’s own nasal staphylococci, it does not 
appear to confer a very marked immunity to wound 
infection. 


SUMMARY 


The incidence of Staph. aureus in the anterior nares 
of 446 children aged from 1 day to 15 years has been 
surveyed. 
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In children born in hospital the nose was colonised 
with Staph. aureus very rapidly, the incidence increasing 
progressively from 8-6% on the first day to about 100% 
at the end of the first week. 

After the age of a month there was a steep fall in 
the carrier-rate to 23-1% between the ages of 6 months 
and 2 years; thereafter there was a progressive rise to 
64:7% at 10 years. 

Evidence collected from a small number of, children 
born at home suggested that in the early weeks of life 
the incidence of Staph. aureus in these children may be 
lower than that found in hospital children of the 
same age. 

The sources and channels of infection are commented 
on and the relation of the staphylococcal carrier-rate to 
antitexic and antibacterial immunity is discussed. 

I wish to thank Dr. V. D. Allison for typing many strains 
of staphylococci and Dr. A. A. Miles for his continued interest 
and advice. 
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SERUM-ENZYME CHANGES IN 
PERFORATED PEPTIC ULCER 


Henry WapsHaw 
M.D. Glasg., F.R.F.P.S., F.R.C.S.E. 
ASSISTANT SURGEON, WESTERN INFIRMARY, GLASGOW 


Tue differential diagnosis between perforated peptic 
ulcer and acute pancreatitis is sometimes difficult. In 
previous times, the need for early operative treatment 
was considered equally clamant in both conditions, so 
it made little odds if the one was mistaken for the other 
before operation. Now that acute pancreatitis has come 
to be regarded as a self-limiting disease, this problem 
has assumed a different complexion. It is true that 
ordinarily a perforated ulcer can be confidently diagnosed 
at the bedside, but in the few atypical cases where doubt 
arises the surest way of deciding the issue short of 
laparotomy is to carry out one of the tests of pancreatic 
function. This investigation was prompted by the 
discovery of a case of perforation in which the serum 
diastase and lipase readings were so high and the symp- 
toms and signs so obscure that an erroneous diagnosis 
of acute pancreatitis was made. The following are the 
salient features. 

A middle-aged man, who had suffered from indigestion for 
many years, was seized with severe upper abdominal pain 
for 46 hours before his admission to the Glasgow Western 
Infirmary. When first seen there, his general condition was 
poor and his skin had a cyanotic tinge. The abdominal signs 
were those of a generalised peritonitis. The value for diastase 
was 740 Somogyi units per ml. of serum and for lipase 4-1 ml. 
of N/20 NaOH. 

The patient was given morphine and intravenous glucose- 
saline, but he died two hours later. 

At autopsy, an anterior perforation of the first part of the 
duodenum was found. There was widespread peritonitis. 
The peritoneal covering of the pancreas was conges 
overlaid with patches of fibrin but the gland itself was healthy. 


ted and 


TABLE I—ENZYME READINGS IN 30 CASES OF PERFORATED 
PEPTIC ULCER IN ORDER OF DURATION OF ILLNESS 


Serum- Serum- 
Site of (Bom i | ¢ 
omogy ml. N/2 
Case no.| perforation | before study units) | | NaOH) 
(hr.) (normal (normal 
70-200) | 0-1-5) 
12 Stomach 160 | 
5 Duodenum 2"/s 46 0 
2 Duodenum 3 177 | 0-3 
26 Pylorus 3 145 ee 
28 Duodenum 4 ve | 0-1 
9 Duodenum 4 145 0-2 
29 Pylorus 4 aia 0-6 
15 Duodenum 4 53 0-1 
Duodenum 184 0-4 
16 Stomach 5 133 0-7 
21 Duodenum 5 76 0-3 
4 Duodenum 6 65 0-1 
10 Duodenum 6 84 0 
18 Duodenum 7 88 O-1 
17 Duodenum 7 66 0-7 
14 Duodenum 7 355 17 
30 Duodenum 7 ee j 0-4 
25 Duodenum 7 168 0-1 
23 Duodenum 106 15 
22 Duodenum 8 106 0-7 
20 Anastomotic 9 106 0-8 
ulcer 
11 Duodenum 9 266 0-2 
Duodenum 10°), 248 | 0-75 
Duodenum 11 66 O-1 
13 Duodenum 11 266 2-1 
19 Duodenum 12 88 0 
24 Pylorus 12*/, 88 1-3 
3 Duodenum 15 640 2°5 
(died) 
27 Duodenum 24 ! 177 | 0-7 
(died) | 
1 Duodenum 48 ' 720 4-1 
(died) i 


* The patients were all male. 


So far as can be ascertained, raised serum-lipase levels 
have not been previously recorded in this condition, though 
there are two references to aberrations in the serum-diastase 
level. In a mixed series of 17 cases of perforated peptic 
ulcer, Probstein and others (1939) noted a well-marked 
increase in the serum-amylase level in 4 patients. Of 
these 4, 3 were treated surgically and no lesion apart 
from the perforation was found. A presumptive diagnosis 
of acute pancreatitis was made in the fourth case and no 
operation was therefore done. The patient died and 
autopsy revealed a perforated gastric ulcer attached to, 
but not penetrating, the surface of the pancreas. The 
ulcers in the other 3 patients with raised readings also 
lay close to the pancreas, whereas all the other cases of 
anterior perforation gave normal readings. On this 
basis Probstein and his colleagues concluded that routine 
diastase estimations might not only aid in the recognition 
of cases of acute pancreatitis but would also help to 
locate a perforated ulcer, if there was one. Hughes 
(1942), on the other hand, has produced evidence of 
disordered pancreatic function in cases of anterior 
perforation. His studies were confined to the urinary 
diastatic index. Out of 40 cases, he found 4 with con- 
siderably raised values. Each of these 4 patients was 
operated on, with one death, and in none was there any 
demonstrable signs of pancreatic disease. 

Since it seems likely that the enzyme aberrations 
described above might weigh against operation, par- 
ticularly if the clinical findings presented atypical 
revi aa it was decided to study the problem in more 

etail. 


MATERIAL AND METHODS OF STUDY 


The series comprised 30 cases of perforated peptic 
ulcer. In each one the ulcer was situated anteriorly and 
unrelated to the pancreas. The distribution of the lesions 
according to site was: duodenal 24, pyloric 3, gastric 2, 
and anastomotic 1. All, except the one already referred 
to, were operated on and their perforations closed. 

The diastatic activity of the blood was estimated by the 
iodometric technique, described by Somogyi in 1938. The 


ArH 4 


al 


8s 
b 
1. 
t 
t 
8 
li 
n 
Vv 
b 
ti 
v 
fe 
ti 
d 
T. 
Ww 
Ww 
fi 
Vv 
Ww 
0 
Ww 
fi 
It 
Pp 
al 
b 
si 
d 
Cl 
G 
H 
Ww 


THE LANC 


range of omuae dndinge is 70-200 arbitrary units of diastase 
per ml. of serum. The range is wide, but the values for any 
given person remain constant under physiological conditions. 
Accordingly, the method is suitable for the detection of small 
deviations from the normal. 

The serum lipolytic activity was estimated by the Loewen- 
hardt method as modified by Cherry and Crandall (1932). 
The values are expressed in terms of the amount of alkali 
required to neutralise any fatty acid resulting from the action 
of the serum lipase on an olive-oil emulsion. The range of 
normality was taken to be 0-1-5 ml. N/20 NaOH per ml. of 
serum, which agrees with that accepted by Comfort and 
Osterberg (1949). 

COMMENT ON RESULTS 


The enzyme readings are given in table 1. The cases 
seemed to fall naturally into three groups: (1) the 13 
studied during the first six hours, (2) the 15 studied 
between the seventh and twelfth hours, and (3) the 3 
seen later. In each of the first group, the chemical findings 
lay within the normal limits for both tests. Among those 
that came under observation during what may be called 
the critical phase of their illness there were 4 with 
slightly raised readings (cases 8, 11, 13, and 14). The 
lipase titres were also raised in cases 13 and 14 but in 
none of the others. Of the 3 cases in the third group, 
case 27 gave normal enzyme readings, whereas the 
values in the remaining 2—case 3 of fifteen hours’ and 
case 1 of two days’ standing—were substantially elevated. 


The significance of these results can only be appreciated . 


by comparing them with those of cases of acute pancrea- 
titis. In recently published work in which the same tests 
were employed (Wapshaw 1948) the increase in the 
digestive activity of the blood in acute pancreatitis was 
found to be greatest during the first few hours, the 
readings thereafter showing a steady decline. The return 
to normal levels occurred between the third and seventh 
days. The findings in two representative cases are given 
in table 1. 


TABLE II—ENZYME FINDINGS IN 2 PATIENTS WITH ACUTE 


PANCREATITIS 
rum-diastase, Serum-lipase 
Time of 

Case 1: subacute | 6th hr. 5000 | 9-8 
pancreatitis | 3rd day 460 58 
} 6th day 220 3-0 
Case 2: acute | 14th hr. | 4000 5-0 

hemorrhage 2ndday — 2100 

pancreatic 3rd day 475 0-5 
necrosis ith day 320 0-5 


B Those who have carried out serial observations on cases 
with this ‘“‘ colourless jaundice,” as Garrod (1920) was 
wont to say, have with few exceptions reported similar 
findings. Taking these figures as a measure of the 
variation that may be expected in acute pancreatitis, it 
will be seen that there are only 2 perforation cases out 
of the 30 studied—cases 1 and 3—with findings that 
would cause real difficulty in diagnosis. 

f* What significance can be attached to the positive 
findings ? Do they really denote pancreatic dysfunction ? 
It seems reasonable to infer from the analysis that 
peritonitis, which usually sets in about the seventh hour 
and indeed caused death in the 3 late cases, may have 
been the damaging factor. But further study of this 
side-effect of perforated peptic ulcer is needed before 
definite conclusions can be drawn as to its causation and 
frequency. 
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A METHOD OF CENTRAL STERILISATION 
OF SYRINGES IN HOSPITAL 


JoHN Murray 
M.D. Camb. 
DIRECTOR OF PATHOLOGY, QUEEN CHARLOTTE’S MATERNITY 
HOSPITAL, LONDON 

Ir is generally accepted that the usual methods of 
sterilising and storing syringes in hospitals are far from 
satisfactory, and the staffs of many hospitals are trying 
to organise a syringe service, if not a complete central 
sterilisation unit. 

To prepare all-glass syringes by the method recom- 
mended by the Medical Research Council! means putting up 
each syringe separately in a glass test-tube. This method, 
though satisfactory in the laboratory and perhaps, with 
care, small 
units, is cumber- 
some, time-con- 
suming, and 
expensive for 
large hospitals. 
The greatest dis- 
advantage of the 
test-tube method 
lies in the large 
number of 1 ml. 
syringes used. In 
some big hospitals 
it has proved 
impossible to 
provideindividual 
packaging of the 
small syringes and 
needles in this 
way. 

To overcome these difficulties, a simple method has 
been devised for sterilising many syringes together in 
a box. These boxes can be easily and cheaply made of 
copper, plated if necessary, with a hinged lid and hasp. 
Inside are two pairs of 1/, inch ledges, an upper pair 
running from front to back, and a lower pair running 
from: side to side. All-glass syringes are hung through 
holes in a removable metal shelf resting on the upper 
ledges, with their needles mounted and plunged through 
a thick pad of gamgee tissue supported at the level of the 
bevels of the needles by the lower ledges, as shown in 
the accompanying diagram. This pad is made from a 
piece of gamgee tissue sewn over a rectangular wire 
frame and fits snugly all round to the sides’ of the box. 
For use, the cleaned syringes are dropped through the 
holes in the shelf, so that their needles penetrate the 
cotton-wool pad, and the box is sterilised in the hot-air 
oven for an hour at 160°C. The needs of each ward 
must be investigated, and boxes of an appropriate size 
to carry the requisite number of syringes to cover the 
average day’s work can be made. 

The needles are protected mechanically and bacterio- 
logically by the pad of gamgee tissue, and the complete 
outfit will remain sterile for at least a day, even though 
the lid is often opened. In practice, it seems necessary 
for the set to be resterilised at the end each day, 
and for each ward to have two boxes, one in Ase and one 
being sterilised. The ward personnel would then only 
need to rinse out a syringe after use and place it in a 
separate receptacle. 

Hypodermic syringes (1 and 2 ml.) are conveniently 
sterilised in sets of twenty, in boxes measuring 
6 x 5 x 6 inches, and twelve 5 and 10 ml. syringes can 
be accommodated in similar boxes if the depth is increased 
to 8 inches. It is unsatisfactory to sterilise large and 
small syringes in the same box. 


1 Medical Research Council War Memo. no. 15, 1945. 
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It may be thought, with reason, that the initial expense 
is against the introduction of such equipment ; but, since 
most authorities agree that a centralised syringe service 
is ideal, the method here suggested involves no more 
expense than does the preparation of syringes in separate 
containers. On the other hand, adoption of the system 
should result in a great saving of labour and a reduction 
in breakages of syringes. 


OVARIAN PREGNANCY 


A. H. BARBER 
M.A. Oxfd, M.B. Birm., M.R.C.P., F.R.C.S. 
GYNAZCOLOGICAL SURGEON, BOUNDARY PARK GENERAL 
HOSPITAL, OLDHAM 

THOUGH tubal pregnancies are common, pregnancies 
in the abdominal cavity occur much less often.” There 
can be no doubt that many abdominal pregnancies start 
in the tube, and the fertilised ovum, instead of being 
conducted down to the uterus, is expelled in the reverse 
direction through the abdominal ostium as a_ tubal 
abortion. The ovum-then falls through gravity into the 
pouch of Douglas, and this is what seems to have 
happened in the case recorded by Nicolson.!. More 
recently Billington and Goodchild * have reported the 
remarkable case of a young native woman in Uganda 
who appears to have had a primary pregnancy in the left 
ovary and was delivered of a living child. Laparotomy 
was apparently performed at the request of the patient, 
and what proved to be the uterus had not unnaturally 
been hitherto regarded as a fibroid. 

Though an attempt has been made to determine the 
incidence of implantation of fertilised ova in the peri- 
toneal cavity, records of operations are insufficiently 
detailed to allow of division of these cases into those 
which are primary and those which are secondary to 
tubal abortions. Quilliam * states that about 11 reports 
of abdominal pregnancy have been published annually 
in the past thirty years, and he estimates that about 1 
abdominal pregnancy occurs in every 12,500 pregnancies 
of all types seen in hospital practice. 

True primary abdominal pregnancy must, however, be 
much more rare ; and since the possibility of the implan- 
tation of a fertilised ovum on the peritoneum has not 
yet been satisfactorily demonstrated, it seems that all 
true primary abdominal pregnancies must be situated 
in the ovary. In the following case the pregnancy was 
in the left ovary. 


CASE-RECORD 


A primigravida, aged 33, was first seen at Boundary Park 
General Hospital, Oldham, on Nov. 18, 1947. She was then 
about 4'/, months pregnant, the date of her last menstrual 
period being given as June 20, 1947. Six years previously 
she had been treated elsewhere for sterility. She was sent up 
to hospital because she was having a very slight daily loss 
of blood per vaginam, and her doctor had felt a mass in the 
right iliac fossa. 

On examination she appeared to have a normal pregnancy, 
its size corresponding to the period of gestation. Nothing 
abnormal was noted except a smooth rounded mass about 
the size of a small orange in the right iliac fossa. This was 
considered to be a fibroid attached to the right side of the 
uterus and projecting into the broad ligament. 

The patient felt perfectly well and had no suggestion of 
pain or discomfort. She did not intend to come into hospital 
for delivery but had placed herself under the care of a midwife 
who was her cousin. This relationship made the midwife 
particularly careful, and she therefore arranged for radiography 
to be done. 

Radiography.—The patient was radiographed at Ashton- 
under-Lyne Infirmary on Feb. 23, 1948, and Dr. Blair Hartley 
reported as follows: “ There is a single foetus of some 30-32 


1. Nicolson, E. L. Brit. med. J. 1947, ii, 998. 
2. Billington, W. R., Goodchild, R. T. 8S. Jbid, 1948, ii, 787. 
3. Quilliam, T. A. Post-grad. med.”J. 1948, 24, 482. 


weeks’ development. It is attempting to present as an R.O.A., 
but the head lies well back and slightly over to the left, The 
suggestion is therefore that there is some soft-tissue structure 
in the right anterior quadrant of the pelvic inlet. Placenta 
previa is therefore a possibility if not a probability.” 

Because of this report the patient was again sent to see me 
on March 5. The fibroid could still be felt on the right side, 
but the head was entering the pelvis, and there seemed no 
reason to anticipate any trouble. More to allay apprehension 
than for any other reason it was suggested that the patient 
should come into hospital for delivery, and it was arranged 
that she should attend the antenatal clinic. 

On March 15, however, she was admitted to hospital as an 
emergency. She had been ill for about a week with influenza 
and on admission had a temperature of 104°F. There was 
considerable respiratory distress, and tubular breathing 
was heard at both bases. The patient looked toxic, there was 
albumin in the urine, and her blood-urea was 54 mg. per 
100 ml. She was doubtful about recent foetal movements, and 
the feetal heart was queried. Penicillin was given and though 
her temperature came down, her general condition did not 
improve. There seemed now no doubt that the foetus was 
dead, and a bougie induction was unsuccessfully attempted 
by a resident obstetric officer, Previously, rectal examination 
by the midwife had shown that the head was well down in 
the pelvis, and no obstetrical difficulty was anticipated. Since 
the patient did not go into labour, a further examination 
was performed, and it was quite clear that the head was in 
the pouch of Douglas, and that the ** fibroid *’ was in fact the 
body of the uterus. The patient, however, was far too ill for 
laparotomy to be considered, presenting a picture of profound 
toxemia, which was attributable to protein absorption from 
the dead foetus. She died on March 29, two days after her 
expected date of delivery. 

Necropsy (Dr. C. H. Adderley).—Though abdominal preg- 
nancy had been diagnosed, when the abdomen was opened 
some of the onlookers thought there was a uterine pregnancy, 
so closely did the mass simulate a normal uterus. The placenta, 
situated on the back of the left broad ligament and centred 
on the left ovary, presented anteriorly, and where the sac 
grew above the level of the broad ligament it was powerfully 
reinforced by omentum. Running obliquely across the mass 
were the left tube and round ligament, and there were no 
adhesions to other abdominal structures. A well-developed 
full-term male foetus weighing 6 lb. was removed. 


DISCUSSION 


This case presents several features of unusual interest. 
There seems no reason to doubt that the pregnancy 
occurred in the left ovary, though unfortunately no 
section of the sac was taken to prove the presence of 
ovarian tissue. It seems certain too that a full-term 
living child could have been delivered had not the 
mother developed influenza, the toxemia from which 
appeared to be responsible for the death of the foetus. 
Thereafter the patient developed signs of severe toxemia 
apparently due to protein absorption from the dead 
foetus lying in the peritoneal cavity. Billington and 
Goodchild ? obtained a living child in similar circum- 
stances, and both in their case and in this one the uterus 
was regarded as a fibroid. 

Though such cases are extremely rare, it seems advis- 
able, whenever an apparent fibroid is felt in pregnancy, 
particularly in either iliac fossa, to entertain the possi- 
bility of the pregnancy being ovarian ; slight bleeding 
at intervals throughout the pregnancy gives additional 
support to the diagnosis. It is just possible that vaginal 
examination early in pregnancy would have revealed the 
abnormality ; there is no doubt that Tate in pregnancy 
the condition is most difficult to diagnose, especially 
since the placenta is anterior and produces a layer of 
tissue at least equal in thickness to that of a normal 
uterus. And this case proves conclusively that radio- 
graphy does not help. There must be few films of almost 
full-term extra-uterine pregnancies in existence, and this 
one was taken almost by accident. It is true that Dr. Blair 
Hartley detected some odd condition and noted “a soft 
tissue structure in the right anterior quadrant of the 
pelvic wall.” The possibility of extra-uterine gestation. 
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did not occur to the radiologist, and Dr. Hartley has 
since told me that, had the suggestion been made to him 
by a clinician, he does not think he would have accepted 
it except as a very extreme possibility. 


SIMPLE CSOPHAGEAL CAST 


J. M. WiILLcox 
M.C., M.B. Camb. 

From the Department of Medicine, Postgraduate Medical 
School of London 

(ESOPHAGEAL casts are exceedingly rare. Patterson 
(1935) reported a case and found records of 17 others, 
going back to 1877. No further examples have been 
reported since 1935. 

Patterson thought the most likely mechanism was a 
low-grade cesophagitis, followed by excessive epithelial 
proliferation, sporadic separation of the mucosa, ulcera- 
tion at the cardiac end, and eventual invagination and 
expulsion of the cast. In the present case neither the 
history nor barium swallow suggests achalasia, but the 
history strongly supports the idea that separation and 
dissection begin at the cardiac end of the msophagus. 
According to Beattie and Dickson (1943), mucosal 


shreds and even casts are a well-recognised sequel to the - 


swallowing of corrosives, and some of the cases collected 


by Patterson probably had similar causes—e.g., swallow- . 


ing of chloral, chloroform, very hot fluids, or neat 
industrial spirit (one case each). Sometimes it is doubt- 
ful which was cause and which effect—e.g., the sticking 
of a bolus of bread or meat. In one case there was an 
exfoliative tendency. Usually there is no adequate 
explanation. In 3 cases there was recurrence; two 
casts in 1 case, and three casts in 2 cases. Casts have 
been known to follow diphtheritic cesophagitis (Raw 
1901), and membranous cesophagitis may develop in 
various acute and chronic conditions (Adami and 
Nicholls 1910). 


CASE-RECORD 


An English housewife of Huguenot descent, aged 40, 
first brought up an cesophageal cast in 1933. During the 
next five years she expelled two more casts, and in 1948 
a fourth cast. In the intervening ten years she twice had 
what she thought were premonitory symptoms, consisting of 
salivation, but casts were not shed. 

On each occasion there has been the same train of events. 
Immediately after her tea she develops a burning sensation 
behind the xiphoid process. This burning rises to the upper 

rt of the sternum. Excessive saliva then begins to flow, 
which she tries to swallow, but it is painful to do so, and the 
saliva seems to stick half-way down. This stage lasts about 
half an hour. It is followed by a peculiar “‘ turning over” 
sensation in the abdomen; she is unable to swallow the 
saliva any more, and she vomits up a “ tube,”’ which hangs 
from her mouth but remains attached to the back of her 
throat. On the first occasion she tried to swallow the tube 
back but could not do so ; so she bit it through and swallowed 
the part that was left. On the second and third occasions 
she cut the tube through with scissors. On the last occasion 
she pulled the whole tube away. 

Each time she has brought up a little blood with the tube 
and from half to one hour later has vomited about half a pint 
of bloodstained fluid. There has been no further vomiting 
except on the last occasion, when she continued to vomit 
daily for a fortnight but brought up no blood ; lying on her 
left side aggravated this vomiting. 

After bringing up the tube salivation continues. She 
tries to swallow the saliva but finds it causes so much retro- 
sternal pain that she gets rid of it into a towel or basin. Pain 
and salivation becomes less after a fortnight, and after about 
six weeks she feels normal. 

During the first few days she takes only a little soda- 
water and milk. She then graduates through semi-solids 
to a normal diet. The semi-solids—e.g., ‘ Farex,’ ‘ Brand’s 
Essence ’—at first seem to stick at about the level of the 
second costal cartilage, causing pain just to the right of the 
sternum. Stretching the arms above the head and leaning 
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backwards seems to help the food go down. In the early 
stages fluids are more painful to swallow than semi-solids. 

The patient’s general health is good. Between the episodes 
she has no dysphagia or dyspepsia. She has noted for three 
or four weeks before each episode a general swelling of the 
abdomen, the effect of which is that her clothes are tighter 
than usual round the waist. This swelling subsides when the 
cast is brought up. Theré is no associated pain or difficulty 
with swallowing. -Fér about eighteen months in 1945-46 
the patient had intermittent discomfort in the right hypo- 
chondrium, diagnosed as cholecystitis. It cleared spon- 
taneously and radiography did not reveal gall-stones. She 
has never had any skin trouble or abnormality of the nails. 
She has not passed casts of the respiratory tract, bowel, or 
uterus. She is rather liable to sore throats, and has three or 
four attacks a year, but they are never severe. She has not 
had laryngitis. She eats a normal mixed diet and is fond of 
hot tea and coffee, but she does not take them unduly hot, 
she thinks. She also likes moderately hot pickles, which she 
eats only occasionally. She takes no alcohol and is a non- 
smoker. 

Previous History.—She has had no serious illnesses. There 
have been two pregnancies : one in 1932 ended in miscarriage ; 
one in 1943 was normal. Since then the patient has steadily 
put on weight. There is no family history of the passage of 
casts. Her mother had dyspepsia; her father and brother 
are well; a sister died of appendicitis at the age of 8 years ; 
a half-sister is well. 

On Examination.—An intelligent woman of obsessional 
type. Weight 11 st. 9 lb., height 5 ft. 11/, in. General appear- 
ance healthy. Skin, nails, and hair normal. No dryness or 
scaling of the skin. Oral mucosa, tongue, and teeth normal. 
Pharynx (four weeks after the last episode) a little injected. 
Tonsils small and pitted. No abnormal .lymph-glands. 
Respiratory and cardiovascular systems normal. Blood- 
pressure 130/95 mm. Hg. Abdomen fat, witlwmild epigastric 
tenderness. No masses felt. No distension. Central 
nervous system normal. 

Investigation.—Barium swallow normal in upright and semi- 
prone positions. No constriction or ulceration of esophagus. 
With barium meal in the stomach there was no regurgitation 
into the cesophagus. Outline of the stomach showed a well- 
marked rugal pattern. Emptying normal and duodenum 


Low power 


High power ' 
Section of cesophageal cast, lumen uppermost, showing tips of papilla. 
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some coarseness of jejunal conniventes. 
Blood Wassermann and Kahn reactions negative. The 
patient was not willing to undergo cesophagoscopy. The 
temperature at which she drank a hot beverage five months 
after bringing up the last cast was 59-5°C; this is almost 
exactly the mean found in an investigation of 236 medical 
students, where two-thirds of the observations fell between 
54° and 66°C (Hunt 1947). 

The most recent cast was not examined because it had 
disintegrated by the time the patient came to hospital. The 
east brought up in 1934 was examined at the West London 
Hospital and is a thin-walled tube.about 8 in. long and !/, in. 
in diameter. Microscopically the wall is composed of layers 
of squamous epithelium only. Some of the cells are 
cedematous. Photographs of the section are reproduced 
(see figure). They show the typical appearance of cesophageal 
lining. There are no signs of inflammation. 


ETIOLOGY 


There are no obvious causal or precipitating factors 
in the present case. Three of the episodes occurred in 
September, and one in June. It is difficult to see any 
significance in this or in the fact that each episode has 
occurred after tea. The patient can offer no satisfactory 
explanation. Three episodes have been preceded by 
some mental strain : change to a responsible job ; Munich 
crisis, and the loss of a favourite dog; and husband ill 
with a series of carbuncles. She has had other and 
more severe strains with no ill effects. 


I wish to thank Dr. J. C. 8. Paterson for permission to 
publish the case; Dr. F. Avery Jones for helpful advice ; 
Dr. R. G. Waller for the pathological report on the specimen ; 
Dr. J. M. C. Corrall for the radiological report ; and Dr. K. 
Staynes for doing the drinking test. 
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PERFORATED JEJUNAL DIVERTICULITIS 


G. E. MoLonry J. N. Warp-McQvuaip 
M.B. N.Z., M.R.C.P., F.R.C.S.E. M.B. Lond., F.R.C.S. 
ASSISTANT SURGEON SURGICAL REGISTRAR 
RADCLIFFE INFIRMARY, OXFORD 


DIVERTICULOSIS of the jejunum is an occasional 
incidental finding at laparotomy and necropsy. Since 
the contents of the bowel at this level are fluid, and the 
mouths of these diverticula are usually wide, inflammation 
in them is rare. In 1945 Walker reviewed 19 reported 
cases of jejunal diverticulitis and added 3 more of his 
own ; additional cases have been recorded by Benson 
et al. (1943), Rudder (1943), Shutkin (1945), Scholefield 
(1946), and Williams and Walker (1946). The following 
case is therefore the 28th reported. 

An agricultural labourer, aged 57, was admitted to the 
Radcliffe Infirmary on June 24, 1948. Three days previously, 
while working in the fields, he had developed a dull ache in 
the centre of his abdomen. He had continued working that 
day and the next, in spite of the central pain persisting and 
becoming stabbing. On the day of admission he had eaten 
his normal breakfast but could not work, because the pain, 
which bad remained central, had increased. In the past 
year he had lost a stone in weight. Neither the previous 
history nor the family history was relevant. 

On examination the signs of general peritonitis were present. 
Tenderness was most definite in the left lower abdomen, 
and, a straight radiogram giving no assistance, a provisional 
diagnosis of perforated colon diverticulitis was made. 

Operation.—Under general anesthesia a fixed mass was felt 
in the left iliac fossa. The abdomen was explored through 
a left lower paramedian incision. General peritonitis was 
confirmed, and a mass consisting of a loop of hypertrophied 
jejunum and pelvic colon was found. Fibrinous adhesions 
were gently separated, and a feculent abscess was opened. 
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Excised segment of upper jejunum, showin 


several diverticula, 
including one gangrenous and perforated 


Multiple diverticula of the jejunum were found, two of them 
forming part of the abscess wall. One was gangrenous and 
perforated and contained a fecolith. The affected loop 
of jejunum began 40 ecm. from the duodeno-jejunal junction, 
the intestine both above and below the affected segment 
being normal. The loop was resected, end-to-end anasto- 
mosis was performed, and the wound was closed without 
drainage. 

Progress.—Convalescence was uneventful, and the patient 
returned home on the twelfth postoperative day. Six weeks 
later he was in good health and had gained well over a stone 
in weight. 

The Specimen.—The excised segment consisted of 51 em. 
of jejunum showing nine diverticula, all on the mesenteric 
border and all projecting from the same side of the 
mesentery. The perforated gangrenous diverticulum 
measured 5 x 4 x 3 cm. and had a neck | 0-8 cm. 
A fecolith occupied the greater part of the gangrenous sac. 
The narrow neck was not blocked, but possibly obstruction 
may have been caused by a “ ball-valve ” action, stasis and 
inflammation resulting, leading to gangrene and perforation. 


COMMENT 


Wasting appeared to be the only common organic 
xtiological factor in 4 cases of diverticulosis reported by 
Rosedale. and Lawrence (1936). Our patient had lost 
a stone of weight in the past year, but this was soon 
restored after operation. 

van Ravenswaay and Winn (1943) state that localising 
symptoms of acute jejunal diverticulitis are most often 
found in the left upper abdomen, or sometimes in the 
para-umbilical region. In the present case symptoms 
were most marked centrally and in the left lower abdomen. 

The formation of a concretion in an uninflamed jejunal 
diverticulum is rare. Walker (1945) stated that a concre- 
tion had not been found in a case of jejunal diverticulitis ; 
nor was one reported to be present in any of the other 
eases we traced. Walker described a concretion in an 
inflamed ileal diverticulum. The presence of a concretion 
in the inflamed jejunal diverticulum in the present case 
appears to be unique. 


We are indebted to Dr. G. A. C. Summers for the photograph. 
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INTRAVENOUS PROCAINE FOR 
POSTOPERATIVE ATELECTASIS 


A. H. M. Sippons 
M.Chir. Camb., F.R.C.S., M.R.C.P. 

ASSISTANT SURGEON, ST. GEORGE’S HOSPITAL; THORACIC 
SURGEON, ROYAL CHEST HOSPITAL, LONDON 
Ernest Lanpau 
M.R.C.S., D.A., F.F.A. R.C.S. 

ANAESTHETIST, ST. GEORGE’S HOSPITAL 

In the last few years much has been written about the 
various uses of intravenous procaine, and the subject 
was recently reviewed by Mushin and Rendell-Baker.! 
The drug has been recommended as a drip-infusion to 
allay pain in the postoperative period.?2, We have had 
little experience of this use of the drug, but we formed 
the impression that to obtain much beneficial effect it 
was necessary to give quantities rather too near the danger 
limit. Brief intravenous injections seemed to avoid this 
danger, since the administrator could watch for signs 
of toxicity and immediately stop the injection. 

One of the main factors in the etiology of postoperative 
atelectasis is believed to be the patient’s inability to 
cough violently enough to clear the bronchial tree of 
secretions. For patients with postoperative atelectasis 
the following technique has therefore been adopted. 

As soon as atelectasis is diagnosed, and provided the 
patient’s general condition allows it, he is placed in a 
position in his bed to encourage drainage from the 
affected portion of lung. The procedure is explained to 
him and it is emphasised that success depends on his 
ability to cough vigorously and so clear his chest as 
completely as possible. Procaine is then slowly injected 
intravenously. The injection is continued until the 
patient feels ‘“‘ numb ”’ or shows any signs of stimulation 
of the nervous system, such as dizziness, pins-and-needles 
of the hands or feet, or muscular twitching. When the 
maximal effect is obtained, the patient is told to cough ; 
at the same time the side of the chest is percussed 
violently to help shift the bronchial secretions. In 
patients who seem unable to cough strongly enough by 
voluntary effort the larynx might be stimulated. 

The dose and rate of injection must be judged for 
each case by the response to the drug; 20 ml. of 0-5% 
procaine is drawn up into the syringe, and about half of 
this is usually injected over 2-3 minutes. If possible, 
the needle is kept in the vein during the coughing and 
percussion. More procaine can be injected a minute or 
so later if the first attempt at clearing the bronchial tree 
does not.seem to have been successful. 

We have not given barbiturates or any other drugs to 
guard against toxicity, feeling that they might mask 
the muscular twitching which is a valuable indication 
of sufficient dosage. It is advisable to have a rapidly 
acting barbiturate, such as thiopentone, ready for 
immediate injection if convulsions develop. We have 
never had to resort to this, ner have we tested the patient 
beforehand for idiosyncrasy to procaine. 

In common with other forms of treatment for atelee- 
tasis the success of procaine largely depends on its being 
given within a few hours of the condition developing. 
It is unlikely to be of any benefit when atelectasis has 
been established for several days, or when pain is not 
an important factor in preventing effective coughing. 
It can well be used prophylactically when there is a 
special risk of atelectasis, and we have used it in this 
way after upper abdominal and thoracic operations. 

We have tried this method in many cases during the 
last two years and have been gratified by the results. 
We have noted no untoward effects, though we have at 
times feared, when the patient has coughed very violently, 
that a recent abdominal incisién might disrupt. 


"1 Mushin, W. W., Rendell-Baker, L. Lancet, 1949, i, 619. 
2. McLachlin, J. A. Canad. med. Ass. J. 1945, 52, 333. 
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Reviews of Books 


Postoperative Care of Surgical 


Preoperative and 
Patients 
Hueu C. ILGenrritz, A.B., M.D., F.A.C.S., formerly 
assistant professor of surgery, Louisiana State University. 
London: Henry Kimpton. 1948. Pp. 898. 52s. 6d. 
Care of the Surgical Patient 
Including Pathologic Physiology and Principles of 
Diagnosis and Treatment. JacoBp FINE, M.D., surgeon- 
in-chief, Beth Israel Hospital; professor of surgery, 
Harvard Medical School. Philadelphia and London : 
W. B. Saunders. 1949. Pp. 544. 40s. 


THE non-operative aspect of surgical treatment is 
more important today than it has ever been. Research 
in such matters as shock, chemotherapy, burns, and 
thrombophlebitis—to mention but four of the subjects 
it touches—has widened the possibilities of treatment in 
the surgical wards, and added to the responsibilities of 
the surgeon. With further perfection of operative 
technique and with the greatly increased safety of anzs- 
thesia, surgery is more adventurous than ever before, 
and so it is vitally important, that the surgical team should 
know and use everything that can add to the patient’s 
chances. There is so much that can be done to convert 
the poor risk into a good risk. The undergraduate must 
spend his clinical years learning the pathology and 
diagnosis of disease ; the young resident is keen to acquire 
skill in operating ; but the aim of the surgical team as a 
whole must be the ultimate safety of their patients. 
The enthusiasm of the team must, in the long run, be 
not for beautiful operations performed with a perfection 
of surgical technique, but for surgical wards ‘filled with 
patients who are making smooth recoveries from major 
surgical procedures, and who will be disthafged fit. 
The type of doctor who is capable of acquiring the most 
perfect technique may not be the same as he who can 
raise the therapeutic standards of his wards. Therefore 
it may be no bad thing that the scope of the non-operative 
side of surgery should be brought into the limelight by 
the publication of books dealing exclusively with the 
care of the patient outside the operating-theatre. 

The two textbooks here reviewed are both by American 
professors of surgery, and both are written with 
enthusiasm. Professor Ilgenfritz, who aims at giving the 
physiological basis for every therapeutic measure 
described, has produced a detailed but very readable 
work. While it is no ready-reference book for house- 
surgeons, it will certainly appeal to the young surgeon 
who wants to base his treatment on up-to-date informa- 
tion. In the excellent chapter on postoperative com- 
plications, special care has been taken with the section 
on thrombosis and thrombophlebitis and the results of 
treatment with heparin and dicoumarol. Lung com- 
plications are also well described ; but the six pages on 
postoperative retention of urine might be quoted as 
an example of over-enthusiastic thoroughness. Trans- 
fusion receives due attention, and the complications 
introduced by the Rh factor are well explained. The 
figures quoted as the average blood-loss in common surgical 
procedures—594 ml. in biliary-tract operations, and 
808 ml. in radical breast amputations—are surely higher 
than even the most meticulous honesty could enjoin. 

Prof. Jacob Fine covers a rather wider field in shorter 
compass. His introductory chapter on surgical diagnosis 
contains just those pearls of wisdom which will endear 
him to the young houseman. This book is essentially 
practical, and less theoretical than that of Lgenfritz, 
though the physiological issues are covered quite clearly. 
The house-surgeon will find in it just the sorts of informa- 
tion he is always needing—for instance, a table of blood- 
chemistry tests and their normal values—and by such 
neat devices, enticing him on to read the text, it will 
educate him in surgical therapeutics. 

Iigenfritz, while very fairly discussing the advantages 
of early ambulation, leaves the final impression that it is 
just a little cranky, and the old way is best. Fine, on 
the other hand, has no hesitation in recommending 
that the adult patient should be out of bed the day after 
operation *‘ regardless of age.’ Ilgenfritz, even if he 


allows his patient to get up, forbids him to sit in a 
chair; Fine has no objection to his sitting. 


Ilgenfritz 
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relies a great deal on postoperative narcosis, and advises 
three-hourly narcotics to be given for two days after 
operation; Fine, in an excellent section on pain and 
sedation, forbids the administration of morphine for 
restlessness or apprehension. 

Professor Ilgenfritz’s book will appeal to the surgeon 
whose aim is to understand thoroughly the physiological 
basis of surgical therapeutics: Professor Fine’s to the 
practical and inquiring mind whose concern is with the 
immediate clinical problem. 


Diagnosis of Viral and Rickettsial Infections 
Editor: Frank L. Horsrarri, jun. A symposium held 
at the New York Academy of Medicine, Jan. 29 and 30, 
1948. New York: Columbia University Press. London : 
Oxford University Press. 1949. Pp. 153. 21s. 


THIs book comes close on the heels of another American 
publication, Diagnostic Procedures for Virus and Rickettsial 
Diseases, which appeared only a year 4go and is also the 
work of a panel of experts. Comparison of the two books 
is inevitable. They are of a similar size (though not 
thickness) and could easily be mistaken one for the other. 
The earlier book, edited by T. Francis, jun., is rather 
more than twice as long as this one and covers a greater 
number of diseases; the prices are similar. In both 
volumes G. Rake has dealt with lymphogranuloma 
venereum, G. K. Hirst with influenza, and H. N. Johnson 
with rabies; otherwise the contributors are different. 
The earlier book gave very full accounts of the diagnostic 
procedures concerned and was therefore largely designed 
for experts: the Horsfall volume, on the other hand, 
describes the techniques more succinctly and readably 
and is directed rather to enlightening the student and the 
practitioner as to their uses and limitations. The 
practical value of the book is lessened by an extraordinary 
omission: in Great Britain the virus disease most 
urgently demanding laboratory help in diagnosis is 
variola ; and for that we look in vain. Yellow fever 
too is omitted, though other tropical or exotic infections 
find a place. 


Biometrical Genetics 
K. MATHER, D.SC., PH.D., F.R.S., professor of genetics, 
University of Birmingham. London: Methuen. 1949. 
Pp. 162. 18s. 


How to reconcile our knowledge of the behaviour of 
segregating hereditary traits with the genetics of charac- 
ters showing continuous variation has perplexed many 
people. Mendel and Bateson exclusively studied segre- 
gating traits; Galton and Pearson, on the other hand, 
studied mainly the genetics of continuously variable 
characters like stature, head-shape, and intelligence. It 
is now generally believed that the genetical background 
of these and other continuous metrical characters is 
multifactorial; that is to say, they result from the 
cumulative actions of many genes, most of which have 
small effects on the particular measurements concerned. 
Professor Mather postulates that, besides the ordinary 
genes for segregating characters (major genes), there are 
also special genes responsible for continuous variation 
(polygenes). These polygenes have small additive 
effects and are assumed for the most part to be located in 
the heterochromatin of the chromosomes, which has 
usually been thought to be inert. Armed with this hypo- 
thesis, Professor Mather proceeds skilfully to analyse the 
results of some breeding experiments in plants and flies 
and to estimate how much of the variation in certain 
traits is due to genetical factors and how much is due to 
environment. The disturbances due to dominance of 
some genes over others and to linkage are ingeniously 
disentangled, though the phenomena of sex-linkage 
are not dealt with. 


In human genetics, non-segregating traits are extremely — 


important both in physical anthropology and in medicine. 
Susceptibility to disease, on account of diathesis or 
hereditary constitution, usually shows continuous varia- 
tion, and probably can only be analysed genetically on a 
multifactorial basis. Professor Mather’s demonstration of 
what can be done in randomly breeding systems, to which 
human populations approximate, follows with some 
amplifications the lines laid down by Fisher. The limita- 
tions of such methods in man, where environment is 
never homogeneous and mating hardly ever at random, 


are mentioned. Many readers may find themselves 
disagreeing with the author’s assumptions about the 
nature of polygenes, and others will find the approach to 
the subject too formal for their taste. His work should, 
however, stimulate further investigation of the genetics 
of human metrical traits, which have been somewhat 
neglected in recent years. 


Psycho-analysis 
(2nd ed.) Epwarp GLOVER, M.D. 
Press. 1949. Pp. 367. 15s. 

THIS is a good deal more than a second edition of the 
epitome that appeared in 1939: it is now three or four 
times as long, and has a lengthy added chapter on 
psychosomatic and allied disorders.’”’ The exposition, 
though more elaborate, exhibits the same skill and 
vigour as before. Dr. Glover’s well-known objections 
to the deviations from Freudian theory developed by 
Mrs. Klein are discernible enough, but the tone of the 
book is not controversial. Doctors, social workers, and 
students of comparative psychology, for whom the book 
is intended, will find it a well-organised, uncompromising 
account of the theory of:psycho-analysis which prevailed 
in this country until comparatively recently and which is 
still widely accepted among psycho-analysts elsewhere. 


Die Primare Tuberkulose bei 
Kindern und ihre Entwicklung 
Dr. Med. Str. J. Lerrner, Privatdozent fiir innere 
Medizin, der Universitat Bern. Berne: Huber. 1948. 

Pp. 157. Sw. fr. 15. 

Dr. Leitner recognises three stages in the growth of 
our knowledge, between the two world wars, of the 
progress of pulmonary tuberculosis. In the middle twenties 
of this century the old view of the gradual growth of 
an initial apical lesion still prevailed. Then, largely as 
the result of the rapid improvement in X-ray technique, 
there followed the concept of a relatively acute onset of 
the disease with an early infiltration (Friihinfiltrat) of 
the subapical region of the lung. Lastly the author 
recognises as a third phase, beginning about 1938, the 
concept of an early hematogenous apical spread from 
a primary lesion elsewhere. With this new concept in 
mind, and on the basis of an experience gained in a 
series of 266 cases examined in the University Clinic at 
Berne, he has written an instructive account of primary 
tuberculosis and its development both in the child and 
in the adult. 

The patients were followed up for 2-8 years after 
their first admission to hospital. Complications, early 
and late, are recorded, and the results up to date are 
given. Dr. Leitner is impressed with the fact that 
tuberculosis so often presents itself as an acute disease 
such as influenza or pneumonia, and from this early 
acute phase, with its tuberculin sensitivity, typical 
blood picture, and characteristic X-ray findings, he 
traces the disease through the stages of erythema 
nodosum, pleural effusion, and the other post-primary 
stages, to the early hematogenous apical lesion. He 
insists that observation in hospital should not cease 
when the clinical manifestations of this acute phase 
subside and the blood picture returns to normal: it 
should be continued until radiography shows definite 
improvement, when the patient can be referred back to 
the outpatient clinic. The value of sanatorium treatment. 
for the early lung lesion does not, in his opinion, admit 
of any doubt; and the claim for hospital treatment in 
other forms of the disease is, he believes, equally strong, 
for though it will not always prevent the early hema- 
togenous spread, it often will do so, and is thus an 
important safeguard. His experience of streptomycin 
treatment justifies some optimism. 

Throughout the book he drives home the lesson 
that observation must be continuous until healing takes 
place—too often a counsel of perfection in these days of 
bed scarcity. But readers will share his belief that it 
is an end to be kept constantly in mind. 


London: Staples 


Erwachsenen und 


The Proceedings of the International Congress on 
Mental Health, 1948 (London: H. K. Lewis. 1949. Pp. 750. 
50s.), have appeared in four convenient paper-backed 
volumes. Those who wish to refresh their memory of what 


was said during the congress by opening speakers and in 
discussion will welcome this full and careful compilation. 


Tue Lancer] THE LANCET GENERAL ADVERTISER [Serr. 3, 1949 


When Convalescence 
begins... 


the problem of finding a stimulant that is both 
effective and palatable is solved by Burgoyne’s 
Tintara. It is a pure wine, acceptable to the 
most delicate and made from grapes grown on 
ferruginous Australian soil. 

Supplies are unfortunately limited for the present, 
but every effort will be made to meet urgent cases. 


Burgoyne's 
TINTARA BURGUNDY 


A naturally pure wine—no added alcohol or sugar 


P. B. BURGOYNE & CO. LTD., DOWGATE HILL, LONDON, E.C4 
Phone: CITy 1616 


SSOPROPYL ADRENAL/NE 


NEW ‘ORAL’ ADRENALINE 
potent bronchodilator: well 
tolerated : prompt in action: 
adrenaline injections unnecessary : 
superior to ephedrine. Issued in 
the form of tablets for sublingual 
use and a spray solution for oral 
inhalation. 


Literature and samples on request 


A Product of the 
“SAVORY & MOORE 
Group 


SAVORY & MOORE LTD. 
WELBECK STREET, LONDON, W.! 
Telephone : WELbeck 5555 (20 lines) 
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For Coughs following “Colds,” etc. 


Expectorant 


The ability of ‘ Benadryl’ to relieve the 


cough and 


other distressing symptoms associated with the “ common cold ” 
represents still another clinical application of this remarkably 


versatile drug. The value of ‘ Benadryl ’ 


in controlling these 


symptoms is connected with its antispasmodic and broncho-dilator 


properties. 


In ‘ Benylin’ Expectorant, ‘ Benadryl’ is 


lachrymation and bronchial congestion. 


Each fluid ounce contains : 


Ammonium chloride... .. .. .. I2grs. 
Menthol 1/10 gr. 


Dosage :—Adults : 1-2 teaspoonfuls. Children 
In 4, 16 and 18 fl. oz. bottles. 


PARKE, DAVIS & 


HOUNSLOW, MIDDLESEX Telephone: HOUnslow 2361 (11 lines) 


Ine. U.S.A. Liability Lid. 


combined with 


proved expectorants in a raspberry-flavoured syrup, which is 
readily acceptable to both children and adults. 

* Benylin ’ Expectorant not only relieves coughs, but is 

also effective in alleviating nasal stuffiness, sneezing, 


: 1 teaspoonful. 
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Research 


“We should not be misled by the fact that the 
word ‘research’ has now become a slogan to secure 
public and private funds for activities sometimes 
more respectable than fruitful.”’ So says the president 
of the Rockefeller Foundation.1_ What then do we 
mean by research? Pavut FREEDMAN has made a 
gallant attempt to answer this question, and anyone 
interested in research will find much stimulating 
material in his small book, The Principles of Scientific 
Research.2, FREEDMAN has had a long career in 
industrial electrical research, and much of what he 
says, though applicable to physical research, cannot 
be realised in medical—especially clinical—research ; 
but we should like to quote some of his ideas and 
consider how they apply in the medical field. 

His book begins with the history and philosophy 
of scientific research, and this differs notably from 
the history of science as a whole. Then follows a 
chapter on the mental approach. ‘‘ One of the greatest 
differences between scientific and non-scientific men- 
tality,” he says, “is the care taken to avoid 
unwarranted assumptions and baseless inferences.” 
And he goes on to divide scientists into two groups : 
the larger, who accept all previous knowledge, and 
a much smaller group who recognise that existing 
scientific knowledge is not completely valid or per- 
manently true ; it is only in the latter group that the 
best: scientists are found. This is not, of course, an 
open invitation to ignore all preceding work; you 
cannot appraise previous work unless you know about 
it. The problem is how to acquire the necessary 
knowledge without having one’s mind “set” in the 
process. This problem certainly arises in medical 
research, and the trouble is that, unless they have 
taken a science degree at their university, doctors 
have had little training in the assessment of evidence 
and the drawing of conclusions at the level needed 
for research. This defect in training is responsible 
for weakness in what FREEDMAN calls “ finalising ”’ 
a research—i.e., knowing when the time is ripe for 
collecting the material_ and results and drawing 
conclusions or proposing a hypothesis. 

“ Patience and thoroughness without ability to 
finalise can prédduce only an endless accumulation of 
data which remain dormant... . Ability to finalise, 
without the capacity for patient and thorough work, 
can give at best a succession of brilliant ideas that 
perish unless they succeed in inspiring a more solid 
investigator ; they are like flowers without roots.” 

Examples of both these faults can be found in most 
numbers of specialist medical journals. FREEDMAN 
tries to set out methodically the points of the correct 
mental approach to research problems. In medicine, 
with its very variable material, we cannot help 
thinking that a less systematised approach is better ; 
the ee medical researcher ' may well learn more 


1. Barnard, 4 Rockefeller Koundation, New York. Annual 
Report 1948 ; 10 
2. Freedman, P. The Mbrine iples of = ie ane Research. London: 


MacDonald. 1949. Pp. 222. 
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from Lewis's Martin Arrowsmith than from 
FREEDMAN rules. 


Then there is the question of singleness of purpose 
and avoidance of frittering away time and resources 
on other understandably tempting activities. 


‘It is not an accident that so many scientists 
engaged on research appear to develop blinkers which 
shut out so much that is worth seeing ; not an accident 
that the wives and families of so many pioneers lived 
through years of poverty; not an accident that so 
many promising young scientists abandon the research 
they love, ‘ temporarily,’ to earn more in other branches 
of activity where science is better paid, only to find 
that when at last their resources have become adequate 
nothing can give back the vanished years. It would 
be an impertinence to suggest to young scientists 
devoted to research what sacrifices they should make. 
But it is the act of a friend to tell them that, in this 
country at any rate, they may have to face the need 
to make sacrifices and may have to ask themselves 
whether these are worth while.” 


This is certainly true in medicine. The pure laboratory 
worker can devote himself single-mindedly to the 
inquiry in hand, but the clinical worker has always 
to consider the claims of his patient as well—and these 
often conflict with the research programme. The 


_advent of the National Health Service has exaggerated 


another liability of medical research-workers, particu- 
larly departmental heads—attendance at committees. 
Professors of clinical subjects seem to. be, automatic 
choices for regional boards and similar »bodies ; yet, 
as Wirts has pointed out, if they are to fulfil® properly 
their obligations to teaching and research they should 
not be spending time in this way when others, 
without their special responsibilities, are available. 
In addition to teaching and research, care of patients, 
and committee attendances, some undertake private 
practice as well. It is not surprising that few can 
do systematic research under such conditions; in 
any generation there are few men like Jonn HUNTER 
—and he succumbed to coronary occlusion. Then 
again, how can we hope to attract the right men 
into research when an adequately paid career in the 
National Health Service seems to depend so much 
on ascending the ladder by the: prescribed route, 
and when better pay is offered at the higher grades 
—paradoxically better for part-time than whole-time 
work—than can be hoped for in a research career ? 
The recent increases in the salaries of university 
teachers have gone some way to redress the balance, 
but the gap is still large enough to demand serious 
sacrifices, and this is particularly true of research 
grants and fellowships. 

FREEDMAN’s chapters on the planning and organi- 
sation of research are naturally taken from the field 
he knows; medical work can rarely be planned in 
such detail. He has much to say about team-work 
and about desirable and undesirable kinds of teams. 
He gives an amusing example of the “ political” 
and the “ Socratic’? method of dealing with the 
earnest junior who thinks he has discovered an error 
in accepted teaching. He is not afraid to tackle the 
thorny question of giving credit where credit is due. 
BERNAL has said: ‘‘ Perhaps the most convenient 
chiefs are those amiable scoundrels who establish a 
kind of symbiosis with their research-workers, choose 
good ones with care, see that they are well supplied 


with apparatus, attach their own names to all their 
papers, and when at last they are found out, generally 


| 
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manage through theie numerous ¢ onnexions to promote 
their protégés into a good position.” Although we 
- can all think of examples, things are really not so 
simple, and the honest balance between giving credit 
and between supporting junior work with the prestige 
of an established name is not easy to strike. 


In his illuminating section on patrons, FREEDMAN 
concludes that the universities are the happiest places 
for scientific research. They have the tradition of 
free publication; and “no-one who does creative 
work can fail to be delighted if it is known and of 
value to many, or fail to be disappointed if it must 
remain hidden.” Industry, on the other hand, tends 
to suppress all that might be valuable to competitors 
and what is published resembles the iceberg—only an 
eighth exposed to view. 


‘There is another reason why universities may be 
regarded as the happiest places for scientific research. 
Their funds for research come from three sources : 
ancient bequests, grants from government and muni- 
cipal bodies, and private firms and individuals. Of 
the first source it can only be said that, of all patrons, 
dead patrons are the least likely to criticise the 
professor’s choice of subject and manner of research. 
Of the second source it may be said that, while govern- 
ment and municipal bodies may hold varying views, 
they all agree in regarding the universities as imparters 
of higher education, and the research conducted by 
them, excepting research on war problems, as inter- 
linked with education. . . . Of the third source it may 
be said that their motives are mixed; sometimes 
their support is intended to help the solution of 
problems of their industry, sometimes it is designed 
to aid the training of young men for their own 
laboratories, sometimes it is hoped to enhance reputa- 
tion or gain honours, and sometimes it may even be 
a completely disinterested gift. This is very different 
from the attitude of the same firms and individuals 
when they finance such organisations as private 
research establishments under the egis of the Depart- 
ment of Scientific and Industrial Research, in which 
case they expect direct benefits to be shared with as 
few others as possible.”’ 


The industrial patron has other ideas; industrial 
concerns exist to make a profit; if they do not 
make profits, unless they are nationalised concerns, 
they soon cease to operate. Their attitude to life is 
therefore quite different from that of the scientist. 


‘To a scientist money is a means towards certain 
ends, the most important of these being the pursuit 
and advancement of science. To an industrialist money 
is a means of making more money—money is to be 
made for its own sake. A scientist will think his 
money well spent if it produces a great scientific 
discovery. An industrialist will happily forgo the 
manufacture of a superior product if an inferior 
product will give him a higher rate of profit. Scientists 
who, in their mind, link scientific and technical 
perfection with business success, remember the luxury 
liners and the Rolls-Royces, but completely ignore 
fortunes made out of jerry-built houses, cheap mass- 
produced goods, and adulterated foodstuffs. Improved 
quality may mean a higher rate of profit—and it may 
not. A successful industrialist knows just how much 
an article should be improved, or made worse, as the 
case may be, to give the best profit—and acts accor- 
dingly. A scientist may point out to an industrialist, 
with perfect justice, how ten or fifteen years of 
extensive scientific research may make the world a 
far more prosperous place—but an industrialist will 
not be interested in a plan which will deprive him of 
a profit for years and perhaps mean the extinction of 
his business, no matter what sort of an earthly paradise 
the scientist may foretell as due after such a catastrophe. 
The truth is that a scientist is no more qualified to 
teach an industrialist how to increase his rate of 
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an is to teach a odeutin how 

to make scientific discoveries.” 

When this attitude is appreciated the behaviour of 
some pharmaceutical firms becomes more understand- 
able, and such curiosities as the persistent pushing 
of “ blunderbuss ” remedies in the face of universal 
medical condemnation is explained. 

Like other sciences, medicine can advance only by 
continued research. Medical research has received 
one or two large endowments in recent years, but its 
resources have not expanded in the same manner as 
those of industrial or government-controlled research. 
It is an odd defect in the National Health Service 
that no provision is made for research. The boards 
of teaching hospitals now control funds that need 
not be used for ordinary expenses, but we have yet 
to hear of a board using such funds to support research. 
Surely this is one of the most important uses of 
such funds? For FREEDMAN is certainly right in 
saying that the universities and their teaching hos- 
pitals are the best places for research. These funds 
will be wisely applied to provide support, in the shape 
of salaries, supplemental payments, technical assis- 
tance, or apparatus, in the first place for the depart- 
ments whose major efforts are directed to research 
rather than to routine care. 


Diagnosis of Large Bowel Cancer 


THE diagnosis of early cancer of the colon and 
rectum, and the differential diagnosis of benign polyps, 
diverticulitis, and carcinoma require the codperation 
of clinician, radiologist, and pathologist, and a patient 
with one or several of the cardinal symptoms—rectal 
bleeding, increasing constipation or other altered 
bowel function, and colic-like abdominal pain—should 

undergo all the special examinations used for lesions 
of the large bowel, regardless of the diagnostic value 
of any one of them. Surgeons contend that some 
physicians seeing patients with rectal bleeding do not 
make a careful inspection and palpation of the external 
anal region, or a digital examination of the rectum, 
or a competent proctosigmoidoscopic examination, 
and do not have the patient properly investigated 
radiologically. Swrvton and others! record that 
98°, of cases of proved large bowel carcinoma at their 
clinic complained of one or more of the three above- 
mentioned symptoms and over 80°, of all cases of 
carcinoma of the colon and rectum complained of 
rectal bleeding. Thus any patient so complaining 
should be considered to have malignant disease until 
proved otherwise. Swinton also states that 50°, of 
cancers of the large bowel can be palpated by a finger 
in the anal canal and rectum, and he stresses the 
necessity of a careful visual examination of the anal 
canal, rectum, rectosigmoid, and low sigmoid regions. 
Because only a third of patients with benign polyps 
complain of rectal bleeding, Swinton and his col- 
leagues maintain that until the sigmoidoscope is used 
in all general examinations as frequently as the 
stethoscope, large numbers of benign polyps will 
remain undiscovered when simple, only to declare 
themselves when malignant. 

Radiographic examination should follow in all cases 
when symptoms point to a tumour in the bowel but 


1. N. W., Hare, H. F., Meissner, W. A. J. 
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none is found wiitiblen the 10 inches open to visual 
inspection. Careful preparation of the patient is 
essential, for the colon must be free from fzcal 
material. During and after complete filling, screening 
is followed by films taken in postero-anterior and 
oblique positions, and if a 4esion—e.g., a polyp—is 
then still thought to be present a double contrast air 
enema of the colon should be considered. Stereo- 
scopic films, taken during the same held breath, are 
necessary for the most accurate study, and where 
polyps are encountered the X-ray examinations should 
be repeated after a short interval to identify the 
tumour in the same location. But always the 
limitations of radiological investigations of the rectum 
and sigmoid colon must be thoroughly appreciated, 
for many lesions in the rectal ampulla, the recto- 
sigmoid area, and sometimes in the distal part of the 
sigmoid cannot be diagnosed by our present tech- 
niques. There are special difficulties attaching to the 
differential diagnosis between malignant disease and 
diverticulitis of the sigmoid, and there is a group of 
cases in which actual surgical exploration will be 
necessary before a definite diagnosis can be made. 
At operation, Swinton does a local resection of the 
involved bowel for immediate histological examination 
and bases his further surgical procedure on the 
findings. Polyps are excised with their long pedicle 
of mucosa, but local resection of the bowel and 
tumour may be necessary before the likelihood of 
malignancy and spread can be fully assessed. These 
American workers complain of a tendency among 
pathologists, unaccustomed to numerous specimens 
from this region, to diagnose as malignant polyps 
which are borderline only ; their histological criteria 
are as follows. Anaplasia, irregularity of architecture, 
and invasion are the crucial signs, and two of these 
are necessary for a diagnosis of malignancy, except 
that when lymphatic or blood-vessel invasion is 
observed this alone is sufficient. Additional points 
to be remembered are that benign polyps often show 
mitoses, that all of the polyp(s) should be examined 
histologically, and that repeated biopsies may be 
needed to establish the diagnosis. 

Increasing use is being made of the Papanicolaou 
technique for the cytological diagnosis of cancer of 
the cervix and bronchial tract, and WissEMAN and 
others? have now reported on its application to 
cancer of the descending colon and rectum by the 
examination of smears taken at proctoscopy and 
sigmoidoscopy. Their studies covered two years and 
concerned patients suspected of having carcinoma 
and some with other gastro-intestinal disorders. 
Their patients were examined also by sigmoidoscopy, 
barium enemas, biopsy, and where indicated by 
exploration and resection ; thus the smear technique 
was additional to the older conventional methods, 
and the results in their hands are promising. At 
sigmoidoscopy, after cleansing saline enemas had been 
given, material was collected on cotton swabs from 
the lesion, if visible, or from the bowel wall. Smears 
were made on glass slides, fixed immediately (wet) in 
chilled acetone, and stained by the Papanicolaou 
technique. (Experimental or control smears were 
made from excised lesions.) The diagnosis of 
malignancy was made on finding groups or clumps of 


2. Wisseman, C. L. jun., M., ‘EK. B. Surg. 
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large cells with aberrant nuclear characters. The 
films showed sometimes scanty fecal debris, squames, 
variable .numbers’ of round cells including 
eosinophils, macrophages, and normal epithelial cells. 
The normal bowel yields few if any cells; normal 
epithelial cells are not difficult to distinguish, and 
neither are frankly malignant cells. Normally the 
cell outline is well defined, and the nuclei are round to 
oval, regular in size, with fine diffuse chromatin and 
inconspicuous nucleoli. Cells considered to be from 
neoplastic lesions occur singly or in clumps, are larger 
than normal, and have large hyperchromatic nuclei 
with large chromatin aggregates or fine chromatin 
reticular network. As would be expected, there are 
borderline cells—the regenerating epithelium of chronic 
ulcerative colitis provides examples—so the smears 
are read: negative, questionable, or positive for 
malignancy. This series comprised 110 varied cases, 
of which three-quarters were diagnosed correctly by 
smear technique; 28 cases were proved carcinoma 
and 16 of these were read as positive or questionable 
three-quarters of the tumours of the rectum and 
sigmoid (21) were either correctly diagnosed or sus- 
pected from the findings ; whereas all the growths of 
the ascending and transverse parts of the colon were 
missed. There was one false positive ; 2 rectal polyps 
of low-grade malignancy were missed completely : 
negative smears were obtained in 4 cases of obstructive 
lesions (sigmoid flexure 1, sigmoid 3) and all of these 
were later proved to be inflammatory, 2 
ciated with diverticulosis of the sigmoid. One 
positive smear led to re-examination, when sig- 
moidoscopy and barium enema both revealed a 
carcinoma which was removed surgically. It is 
claimed that the smear technique is 76°, accurate in 
indicating the possible presence of cancer, as opposed 
to sigmoidoscopic and X-ray diagnosis, which in their 
series were 67°, and 79%, accurate. Hitherto, apart 
from that of WissEMAN and colleagues, only three 
reports have appeared on the cytological examination 
of rectal discharges for malignancy. The method is 
one beset with the dangers attaching to the diagnosis 
of cancer where none exists, or in borderline cases. 
Experience is required to interpret the films correctly 
and this method will best be used as a pointer to the 
necessity for repeat examinations by the established 
methods of rectosigmoidoscopy and radiology. 


being asso- 


Blood-vessel Grafts 

THE exigencies of war and the surgeons’ steadily 
increasing confidence in the techniques of vascular 
suture have reawakened interest in blood-vessel grafts. 
The repair of severed vessels by direct end-to-end 
suture is necessarily preferable to the use of inter. 
calated free grafts: there is.one suture line instead 
of two, and no large segment of the vessel is at any 
time wholly deprived of its blood-supply. But end. 
to-end suture is not always practicable. Blood-vessel 
grafting, like nerve-grafting, introduces special diffi- 
culties unrelated to the technique of suture itself. 
If the vessel is large and the defect in it long, the graft 
used to repair it cannot very well come from elsewhere 
on the same patient. The grafts must therefore be 
of foreign origin—either homologous (from another 
human being) or heterologeus (from a member of 
another species). This may at once add immuno- 
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logical complications to an operation which is already 
difficult enough. Moreover, material for a graft will 
not as a rule be available unless it has been stored, 
awaiting use, for some days or weeks beforehand. 
Perecer and his colleagues, after recalling and apprais- 
ing the great variety of storage methods hitherto 
tried, now suggest that the best results from vascular 
transplantation are to be expected from grafts which 
have been stored in the viable state. Their test of 
viability is to cultivate fragments of stored vessel in 
an adequate nutrient medium containing embryonic 
extract. The outgrowth of fibroblast cells and 
possibly of fibroblast-like endothelial cells from the 
explants, combined with orthodox histological examina- 
tion, gives acceptable evidence of the grafts’ well- 
being. The method of choice, they believe, is tp store 
vessel segments not less than 1 cm. long in a 10%, 
solution of homologous serum in a balanced and 
buffered salt solution containing sufficient penicillin 
and streptomycin to bring each to a final concentration 
of 50 units per ml. The temperature of storage, 
which apparently is not critical, should lie a little 
above freezing point, and the storage vessel, a simple 
conical flask, should be tightly stoppered. Viability 
is preserved for as long as seven weeks, and during 
the first three weeks the vigour of outgrowth from 
the test cultures may even exceed that from the control 
fresh material. These workers ‘find that storage in 
diluted serum is superior to storage in plain salt 
solution or neat serum, or to storage in the frozen 
state after quick freezing. 

Whether foreign grafts are acceptable remains as 
uncertain as before. In four trials of each, the same 
workers ? grafted pig and baboon or human vessel 
segments into defects made in the abdominal aortas 
of dogs. One of the grafts of pig origin was functional 
after 30 days, and another after 4'/, months; the 
rest were more or less thorough failures. The con- 
clusion arrived at is that the use of such heterografts 
might be practicable in some combinations between 
donor and recipient but not in others. The results 
were much more favourable with homologous grafts 
after varying periods of storage. Sixteen homologous 
grafts in dogs, with material which after storage for 
1-70 days had been left in situ for two months or 
longer, gave results classifiable from a qualified “ good ” 
to a bald ‘ excellent.” Stored human vessel seg- 
ments were then tried in nine children, eight of whom 
had a cyanotic type of congenital heart-disease ; the 
grafts were used to shunt blood from the aorta or one 
of its branches into the pulmonary artery. A con- 
siderable fall of the red-cell count combined with 
improved exercise-tolerance was recorded in five cases 
after follow-up periods of 2-5 months; one patient 
did not improve ; and two died, on the 2nd and 15th 
days after operation, though the vessel operation 
was not directly implicated. Prrrce and _his 
colleagues are already engaged on a fuller clinical 
trial. 

A less encouraging experimental report has been 
published by Wruxtamson and Mann. They 
exchanged both arterial and venous transplants 
between the members of three pairs of dogs, each dog 


1. Peirce, E. C., Gross, R. E., Bill, A. H., Merrill, K. Ann. Surg. 
1949, 129, 333. 

2. Gross, R. E., Bill, A. H., Peirce, E. C. Surg. Gynec. Obstet. 
1949, 88 689. 

3. Williamson, C. S., Mann, F.C. Arch. Surg. 1947, 54, 529. 


receiving one arterial and one venous graft of homo- 
logous origin. Six venous grafts and four arterial 
grafts were found to be non-functional when examined 
56-62 days after operation ; one arterial graft was in 
a functional state, and one other partly functional. 
They conclude that, whereas autogenous transplanta- 
tion of vessel segments is feasible, homologous trans- 
plantation is not yet justified. The existence of 
contradictory reports of these two types shows that 
some variable other than a purely immunological one 
must govern the fate of homologous vessel grafts. 
The graft is mechanically most vulnerable just where 
the inflammatory process associated with the reaction 
to foreign grafts is most intense—at the suture line, 
where native and foreign tissues unite. The storage 
of grafts may delay the onset of the inflammatory 
reaction provoked by them (possibly by slowing down 
vascular invasion) until union at the suture lines is 
secure. 


Annotations 
POLIOMYELITIS AND TONSILLECTOMY 


THE St. Pancras coroner has lately investigated the 
death of two young brothers, aged 7 and 4 years, who 
developed polioencephalitis soon after their tonsils were 
removed. Tonsillectomy was performed on Aug. 5; one 
child fell ill on the 18th and the other on the 19th. At 
the inquest a medical witness cited the warning issued 
by medical officers of the Ministry of Health in 1947, 
when the incidence of poliomyelitis was high,' that there 
is *‘ overwhelming evidence that a recent tonsillectomy 
increases the risk of a child contracting poliomyelitis, 
particularly of the bulbar type; where poliomyelitis is 
prevalent operations on the nose and throat should, if 
possible, be postponed.” 

Not everyone holds with this advice. At the annual 
meeting of the British Medical Association last year one 
view seemed to be that the risk, if it existed, was not such 
as to call for prohibition of the operation.2, Dr. A. M. 
McFarlan, however, said that recent tonsillectomy 
increased the danger of the disease assuming the bulbar 
form, and asserted that during epidemics abstention from 
the operation might eliminate some of these severe cases, 
though it might not reduce the risk of clinical infection 
with the virus. And Dr. Stanley Banks * claimed that 
the prohibition of tonsillectomy was the only useful 
preventive measure. 

The facts pointing to enhanced risk from tonsillectomy 
have been marshalled by Glover,4 whose account of 
experience in North America suggests that tonsillectomy 
(recent and possibly remote) very probably increases the 
risk of clinical infection with the virus, and that it 
eertainly increases the risk of the dangerous bulbar form. 
Glover quotes, among others, Anderson’s ® review of the 
1943 epidemic in Ohio, where it appeared that the 
recently tonsillectomised had an attack-rate more than 
21/, times greater, and a chance of getting the bulbar 
type 16 times greater, than other children. 

In relating such reports as this to the death of the two 
London boys, it has to be borne in mind that this year’s 
outbreak has been characterised by an unusual number of 
multiple cases in families *; and the coroner refused to 
attribute the two deaths directly to tonsillectomy. 
Nevertheless this tragie incident may increase the 


1. Lancet, 1947, ii, 155. 2. Ibid, 1948, ii, 72. 3. Ibid, p. 114, 
4. Glover, J. A. Mon. Bull. Min. Hlth, E.P.H.L.S. 1948, 7, 150. 

5. Anderson, J. A. J. Pediat. 1945, 27, 68. 

6. Lancet, July 16, p. 22. 
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reluctance to operate when poliomyelitis is abroad : and 
in his letter on another page Mr. T. B. Layton comes 
down strongly on the side of waiting until the disease is 
no longer prevalent. 


CASUALTY WAITING TIMES 

To the busy casualty officer diving from case to case 
the time spent by patients in waiting for his attentions 
seems like the twinkling of an eye ; to the sick or injured 
person sitting on a bench, any delay seems interminable. 
Subjective judgments, however, are out of place when a 
period can be measured by the clock. Mr. Patrick 
Clarkson, F.R.C.S., has found out exactly how long 
patients spend in the ‘‘ front surgery’ of Guy’s Hospital 
while waiting for examination, primary treatment, and 
disposal.! The general impression of the medical and 
nursing staff was that most people spent less than two 
hours in the surgery, and that if a patient spent more 
than four hours there it was‘due to something avoidable. 
Two hours, at first blush, seems a good long time for 
a sick or injured person to sit, or even lie, about ; four 
hours altogether too long. Yet analysis shows that 
time is not squandered by the examining officers. 

According to established routine the patients (unless 
they are ambulance cases) enter and sit in the hall. 
The nurse sorts them into the sick and the injured, 
takes their temperatures, and enters the personal 
particulars of each patient in the surgery book and on 
a card, which she gives to him. He then waits until 
he is seen by a dresser who takes his history, examines 
him, tests his urine, and takes his blood-pressure. Half 
the patients were seen by a dresser within ten minutes 
of arriving in the surgery, and 80-90% within half an 
hour. The dresser, having examined his patient calls 
the outpatient officer (0.P.0.) who also examines him, and 
if necessary fills in a form for the X-ray department. 
Just over 60% of patients were seen by the 0.P.0. within 
twenty minutes of arrival, and 70% within forty minutes. 
If radiography is needed the patient then walks, or is 
carried, to the X-ray department ; and when the film 
has been taken returns to the surgery to wait for its 
delivery and examination by the 0.P.0. The time spent 
in the X-ray department proved to be uniformly short : 
for over 80% of patients the X-ray examination was 
complete within ten to thirty minutes of reaching the 
department ; less than 5% spent fifty minutes there, 
and none over seventy ; and this included cases, by no 
means uncommon, of multiple injuries requiring several 
films of skull and spine which could not be taken in less 
than forty-five to fifty minutes. Allowing for the time 
spent hy the patient in getting to the X-ray department 
(five to fifteen minutes) and the time required for the 
return of the films and their examination by the 0.P.0., 
over 90% of patients radiographically examined spent 
an extra hour in the surgery ; and no great reduction 
in this average time, Mr. Clarkson thinks, can be expected 
without sacrifice of proper care. Once the diagnosis is 
settled, treatment—which, in the case say, of a hand 
injury, may include a twenty-minute toilet of the wound, 
and a full-dress repair in the theatre under anwsthesia— 
follows, and after this the patient goes to the injection 
room for antitetanic serum and penicillin. If he is 
fit to go home he then returns to the desk for his card to 
be completed ; if not he may wait to be admitted or 
to be sent elsewhere. Those needing a hospital bed 
were apt to wait longest: 5 cases (0-3%) out of 1500 
studied waited over five hours on this account ; but no 
doubt they waited in comfort in the rest and observa- 
tion room. Only 103 (7%) spent more than three hours 
in the surgery, and most of these were patients who 
needed prolonged observation. 

The analysis shows clearly enough that from the 
doctors’ point of view no tints is wasted : every stage of 


1, Guy’s Hosp. Gaz. July 16, 1949, p. 218. 
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the admission and examination procedure has its pur 
pose and is designed for the ultimate benetit of the 


patient. On the other hand, upwards of two to three 
hours spent on a hard chair or bench in a draughty 
admission hall, alongside an outer door in constant and 


noisy use, must seem long to a patient with an aching 
head, a lacerated hand, or a crushed foot. What is 
needed, at Guy’s.as’ elsewhere, surely, is a comfortable 
sasualty waiting-room, furnished perhaps with tubula: 
deck-chairs, and tubular-and-canvas arm-rests and leg 
rests, and certainly (like the torture chamber in The 
Gondoliers) with all the illustrated papers. 


DISEASE FROM DOMESTIC ANIMALS 


Born eats and dogs, though more resistant than man, 
are susceptible to tuberculosis. Cats are mainly affected 
by the bovine type of tubercle bacillus, probably derived 
from raw milk, whereas dogs are more commonly infected 
by the human type. With ‘‘ open” lesions of the lung, 
intestine, or skin, large numbers of bacilli may be dis 
seminated. Speaking at the annual Veterinary Congress 
last month, Dr. J. Winsser, of Leyden, remarked that in 
Holland, as in Britain, small domestic animals commonly 
live in close contact with adults and children ; some 
times they sleep in their owners’ beds and even receive 
food from their lips. Dr. Winsser himself developed a 
tuberculous ulcer of the finger, due apparently to 
infection from a dog; and dogs and cats have been 
found at necropsy to be suffering from the same type of 
tuberculosis as patients in the owners’ families. In most 
of the bovine-type cases, however, a common source of 
infection seems the most likely explanation, and where 
the human type is implicated the disease is probably 
transmitted from man to animal. 

Leptospirosis, especially the variety caused by Lepto 
sptra canicola, is very common in dogs ; in Britain surveys 
have revealed evidence of past infection in up to 40°." 
When they become infected many of these animals show 
no symptoms of disease but become healthy carriers ; 
the leptospirz establish themselves in the kidney tubules, 
and are shed in the urine ; finally the organisms die out, 
but for some months the dog is a source of danger to 
other dogs and to man. Cases of canicola fever are now 
being recognised more often in this and other countries. 
In its early stages the disease often resembles polio 
myelitis, and the possibility that the two conditions 
may be confused has lately been discussed in these 
columns.? An interesting report ® from Holland describes 
how a laboratory worker became infected with L. ballum 
a species hitherto found only in its carrier host, a field 
mouse (Mus spicilegus). Investigation showed that a 
high proportion of healthy, tame, white mice from certain 
dealers weré excreting this organism, though other stocks 
were completely free. Of late years salmonellosis has 
been diagnosed in a number of cases of enteritis among 
dogs, and to a lesser extent among cats. Salmonella 
typhi-murium is the organism most often isolated, but 
Winsser lists over twenty other salmonella types which 
have also been found. Only rarely, however, has food- 
poisoning in man been traced back to infections in dogs. 
The danger of contracting psittacosis from imported 
psittacine birds has been eliminated almost completely 
by appropriate regulations, but a closely related virus 
which is carried by pigeons is known in England and 
some other countries and has. recently been isolated 
by Dr. Winsser in Holland, Complement-fixation tests 
indicate that in the Netherlands this ‘ ornithosis 
virus is widespread among pigeons, especially the homing 
varieties. Though less virulent for mice and men than 
1. Joshua, J. O., Broom, J. C., in 

at the conference. Stuart, R. PD. Vet. Rec. 1946, 58, 131. 
2. Alston, J. M., Broom, J.C. Lancet, Aug. 13, p. 306. 


3. Wolff, J. W., Bohlander, H., Ruys, A. Ch. J. Microbiol.’ Serot. 
1949, 15, 1. 


a discussion on leptospirosis 
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true it has pneumonia in pigeon- 
fanciers and their families. Fungal infections of the 
_ skin are very common in animals, 4nd many are readily 
communicated to man, producing ringworm of the naked 
skin. The lesions are easily and rapidly cured, and the 
condition should perhaps be looked on as a minor incon- 
venience rather than a disease. Winsser notes the 
possibility of transmission of streptococci, Tania echino- 
coceus, and toxoplasms from dog to man. Mention should 
also be made of the réle of dogs as reservoirs of Leish- 
mania infantum, the cause of infantile kala-azar along 
the Mediterranean littoral, and of Trypanosoma cruzi 
which produces Chagas’s disease in South America. 
But his most unexpected omission is rabies. In time 
past, and even now in many countries, this disease would 
be given pride of place as the most dangerous member 
of this group. . 

It appears that rabies and psittacosis are the two 
diseases communicated to man from household pets 
that can constitute a grave risk to life. In Britain at 
least, regulations have been framed and administered so 
successfully that the risk of these infections is now 
negligible. This central legislative action has been 
effective because the general public appreciates its 
value, and, with a few exceptions after the first world 
war, has not tried to evade its application. Infantile 
kala-azar, Chagas’s disease, canicola fever, and food- 
poisoning provide public-health problems of a different 
type, and they can probably best be handled at the 
periphery—by close liaison between veterinary and 
medical practitioners. Thus, while our pets may from 
time to time unwittingly cause us hurt, they cannot be 
accused of conspiring to destroy us. 


CURARE IN SPONDYLITIS 


In rheumatoid arthritis and the allied condition of 
ankylosing spondylitis the pain gives rise to a reflex 
protective muscle spasm, and this in turn, though it 
splints the affected joint or segment of the spinal column 
more or less effectively, also produces a good deal of 
pain and stiffness. A self-perpetuating circle is set up, 
and the reflex are concerned develops a lowered threshold 
which means that normally minimal sensory stimuli will 
excite further spasm. It was natural that the intro- 
duction of curare and allied drugs into clinical practice 
would lead to attempts to interrupt this circle, and 
earlier reports on d-tubocurarine for the spasticity of 
cord injuries and other conditions have been given by 
Schlesinger.!. Schlesinger used an oil-wax suspension of 
the drug to produce a continued relaxing action, and 
now Norcross and others ? describe results with a similar 
preparation in ankylosing spondylitis. They gave a 

% suspension of d-tubocurarine chloride in a mixture 
of wax and peanut oil, starting with a small dose at 
intervals of 24 hours or less and finally establishing an 
optimum maintenance dose given every 72-96 hours, 
which was just enough to abolish clinical evidence of 
spasm. In spite of the potential dangers of setting up 
a body depot of more than twice the therapeutic dose, 
they did not experience any major toxic manifestations, 
though it is necessary to be prepared to deal with these. 
Minor troubles—diplopia, myasthenia, or dysphagia— 
respond at once to neostigmine, but major respiratory 
distress might well require tracheal intubation or even 
artificial respiration, The 6 cases treated benefited 
considerably. Electromyography demonstrated a lessen- 
ing of motor-unit pare! ; pain and spasm were reduced 
’ or relieved, movefhents improved, and spinal deformity 
corrected. 


. Sec nleninect. E. B. Arch. Neurol. Psychiat. 1946, 55,530; Bull. 
.Y. Acad, Med. 1946, 22, 520. 
2. My B. M., Robins, H. M., 
Ass. 1949, 140, 397. 
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It is ‘difficult at the moment to assess the precise 
indications for such treatment, other than as an adjuvant 
when other therapy has failed, but it would be a pity if 
the rather remote prospect of greater supplies of 
cortisone * damped enthusiasm for further research in 
this field. Clinical practice in this country with similar 
drugs, such as mephenesin (‘ Myanesin’) confirms that they 
have some value in Still’s disease and rheumatoid arthritis 
generally, and more work on these lines seems to be 
required. 


ESTIMATION OF STREPTOMYCIN SENSITIVITY 


In estimating the streptomycin sensitivity of a strain 
of tubercle bacilli infected material is first cultured 
on solid medium and the organism then grown on the 
liquid Tween-albumen medium of Dubos and Davis. 
If a nongranular inoculum can be obtained in this 
way it is sown into a series of tubes of the liquid medium 
containing varying concentrations of streptomycin, 
and the sensitivity of the strain can be reported 14 days 
later. The test takes about 2 months—a long wait for 
a laboratory repert even in such a chronic disease as 
tuberculosis. Another disadvantage is that scanty 
resistant mutants may flourish in the liquid medium 
containing streptomycin and thus mask the real sensi- 
tivity of the mass of the infecting organisms. To over- 
come these difficulties Holt and Cruickshank * have 
added streptomycin, in suitable concentrations, to 
tubes of the medium used for primary isolation of the 
bacilli. Streptomycin may be added before or after 
sterilising the medium but the potency of the antibiotic 
is reduced by about a third on heating. Specimens of 
sputum from 68 hospital patients, none of whom had had 
streptomycin, were homogenised by the Jungmann 
technique and inoculated on one tube each of Léwenstein- 
Jensen medium with and without streptomycin. There 
were 60 positive cultures from these patients and 25 
also grew on the medium containing streptomycin. 
In no instance, however, was the amount of growth 
as great or its appearance as early as on the correspond- 
ing culture without streptomycin. When the tubercle 
bacilli grew on the streptomycin-containing medium 
growth appeared so late and so sparsely in comparison 
with the control medium that there was little difficulty 
in saying that the strain was sensitive in 3-4 weeks. 
When known streptomycin-resistant strains were cultured 
in the same way the growth was practically identical 
on the two slopes. Some difficulty was encountered when 
tubercle bacilli were present in very small numbers in the 
inoculated material, and it was considered advisable to 
subculture and repeat such tests. In another series 
40 specimens of sputum, from patients on streptomycin 
therapy, were inoculated on solid media containing 
10 and 30 units of streptomycin before sterilisation and 
the results checked by sensitivity tests in the liquid 
Tween-albumen medium. Both methods gave qualita- 
tively similar results. The fluid medium gives a more 
accurate end-point, but the method described by Holt 
and Cruickshank is sufficiently accurate for clinical 
purposes and it avoids the danger of judging the character 
of a whole bacterial population by the additions of a 
few persistent offenders. 

In Australia Anderson * has used a similar technique 
for assessing the streptomycin sensitivity of strains on a 
solid medium with potato agar as base. She points out 


that the method of homogenisation of infective material - 


is important in such tests because if the bacilli are 
unevenly distributed in the inoculum false reports of 
sensitivity may be made. Pathologists are familiar with 
positive cultures: on only | one tube of solid medium when 


3. See ane, Aus. 27, p. 39 

4. Holt, H. Cruic kshank, *R, Mon. Bull. Min. Hlth, E.P.H.LS. 
May, 1948, 103. 

5. Anderson, P. 


Med. J. Aust. 1949, ii, 154. 
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three tubes have been given what was eennidonuh: to re 
an identical inoculum. This usually happens when the 
bacilli are scanty ; ‘it may occur when they are numerous. 
Anderson found that viscous sputum could best be 
homogenised with a few drops of normal sodium hydroxide 
and then submitted to acid digestion. Whether this 
method is as satisfactory as the Jungmann technique 
for liquefying sputum it is difficult to know but it is 
well to remember that all such methods probably have a 
toxic effect on the tubercle bacillus. 

Another rapid method ° of performing sensitivity tests 
on the tubercle bacillus is to use a modification of the 
slide-culture technique of Pryce. Material is smeared 
over the surface of slides which are then immersed in 
Tween-albumen medium containing varying concentra- 
tions of streptomycin. After incubation at 37°C for 
a week stained smears are compared with samples 
grown without streptomycin. This method may be 
useful with pure cultures or with heavily infected material 
but is not likely to help when there are few bacilli in the 
original material. 

Whichever method is used it is necessary, as the 
American Trudeau Society insists, to isolate and study 
cultures of the infecting strain before a patient is subjected 
to streptomycin therapy. Halving the time taken for 
sensitivity tests should help to foster this collaboration 
between ward and bench worker. 


THE MENTAL HOSPITALS 


THE Minister has disclaimed only five mental hos- 
pitals : Manchester Royal Hospital ; Cheadle, Cheshire ; 
Barnwood House, Gloucester; St. Andrew’s Hospital, 
Northampton ; and the Retreat, York. Bethlem Royal 
joined the Maudsley Hospital in July, 1948, to form a 
single unit which is designated as a teaching hospital ; 
its medical school forms the institute of psychiatry in 
the British Postgraduate Medical Federation of London 
University. 

In their report 7 for 1948 the Board of Control note 
that the number of patients under care remained 
remarkably steady: 144,725 in 1948, compared with 
144,736 in 1947. Some 97% of these were in hospitals 
vested in the Minister of Health. Last year the board 
reported * that at the end of 1947 the number of patients 
in public wards overcrowded “ on the basis of recognised 
standards’ was 14,668, compared with 16,662 at the 
end of 1946. This year the figure has evidently risen, 
for they state that the overcrowding in former county 
and borough mental hospitals at the end of 1948 was 
12-2% compared with 11-7% at the end of 1947. Over- 
crowding is still attributed to lack of beds and staff, and 
the board report that at the end of 1948 the Mental 
Health Service was still denied the use of 3034 beds, 
originally diverted to the E.M.S. or Service Departments 
for war-time purposes, and-not yet returned. Moreover, 
2689 beds are not in use because of the scarcity of 
nurses, and 2694 beds are “in process of reinstatement.” 


‘But will staff be available when they have been 


reinstated ? 


Last year the board made the encouraging announce- 


ment that, in 1947, 54-5% of the total of 39,223 admis- 
sions were of voluntary patients. It is not possible to 
calculate from the figures given this year what the 
percentage of voluntary admissions was in 1948: it 
may well be lower. The figures given throughout the 
report are somewhat scanty. This is probably due, as 
the board explain, to *‘ the absence of detailed information 
of the movement of persons suffering from mental 
disorder in former publie-: assistance institutions . and 


Amer. Rev. ‘Tuberc. 1949, 59, 599. 
London: H.M. Stationery 


6. Cummings, M., Drummond, M. 

7. Thirty-fifth Annual Report, for 1948. 

Office. 1949. Pp. 9%. 3d. 
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health general hospitals now designated as 
hospitals, and in premises not vested in the Minister of 
Health but deemed to be mental hospitals.’ The year 
under review was one of great changes, and no doubt 
the board were working under difficulties ; nevertheless 
the medical profession and the public need to have a 
full and clear idea of what is happening in the mental 
hospital service, ant would welcome a much more 
detailed account next year. Overerowding deserves 
particular consideration, for it can aggravate existing 
mental illness and hinder recovery. For this particular 
evil the pleasant social activities described here—music 
therapy, art classes, whist drives, concerts, and other 
entertainments or occupations—are no remedy. 

The board note that medical certificates of insanity 
are often inaccurately or incorrectly filled in—just as 
they were when the Commissioners of Lunacy reported 
to the Lord Chancellor in 1846. A study, made in 1948, 
of 6156 admission papers of temporary and certified 
patients led to 384 being returned for amendment on 
medical grounds and 1291 for amendment for technical 
reasons—not a very reassuring finding for the mentally 
sick and their friends. 


THE KING’S FUND 


‘* Menus for patients on light or special diets are 
the fifty-second annual report! of 
King Edward’s Hospital Fund for London notes in a 
section on hospital catering. Those on light diet get 
an unchanging midday meal of steamed fish, mashed 
potatoes, and milk-pudding. No cooked dish is provided 
for their supper, and the diet must often be inadequate 
as well as monotonous. As the report points out, patients 
on light diet need highly nutritious meals rich in protein 
to build them up. One meal a day, and that untempting, 
will never do it. The catering in many hospitals, the 
fund’s visitors find, still fails to meet the nutritional 
needs of patients, and this failure is usually the result 
of an old-fashioned system. The responsibility for 
catering is often divided between the matron and the 
steward, the matron being responsible for staff menus, 
cooking for patients and staff, service to staff and to 
patients once the food has reached the wards, and 
kitchen staffing; and the steward for the patients’ 
dietary (using standard menus prepared by a committee), 
transport of food to the wards, all buying, and stores. 
The result is that staff meals are planned more 
carefully than patients’ meals, and there is little 
opportunity for anybody to introduce new dishes into 
the wards. 

The King’s Fund have long held that catering should 
be a hospital department in the hands of a single experi- 
enced officer. The chef too should be experienced, and 
should be paid at rates similar to those he would receive 
in hotel or restaurant. The advice of dietitians should 
be available, and the equipment for taking the food to the 
wards adequate. The fund, who have said all this many 
times in many different ways, encourage progress by 
means of a dietetic advisory service. Many London 
hospitals have appointed catering officers, on whose 
initiative the Hospital Caterers’ Association has been 
formed with Sir Jack Drunmtmond, F.R.s., as president. 
Since trained caterers and cooks are scarce the fund is 
about to found a training centre at St. Pancras Hospital, 
now part of University College Hospital. It will be 
built on a bombed site, and is to offer a model of layout 
and equipment. In time it will turn out cooks and 
caterers in plenty. This fits in aptly with a new 
Ministry of Health circular? urging better training of 
hospital cooks. The Ministry recommend two courses 


1. Obtainable from the secretary, King Edward’ 8 Besotal Fund 
for London, 10, Old Jewry, London, E.C. Py 


2. National Health Service: Training for Hospital Cooks. 
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provided by the City and Guilds of London Institute 
as being ‘‘ most nearly applicable to hospital work.” 
The King’s Fund course will doubtless be planned 
directly for hospital purposes. 

The committees of the fund are in the almost unique 
position of having more money to spare than usual. 
State responsibility for the maintenance of hospitals 
has freed the fund from many financial commitments, 
and given them the use of their money for other purposes. 
One new departure is to provide and expand ancillary 
services to relieve hospitals, such as homes for the aged 
sick. The experience of their Emergency Bed Service 
which last year could not find beds for some 3500 patients, 
most of them over 60—has impressed the fund with the 
urgency of this need, and they are helping voluntary 
bodies to provide homes with nursing facilities for such 
patients. They are also willing to subsidise bodies who 
will set up homes linked with hospitals, to which old 
patients can be transferred when they no longer need 
active treatment. Even in old age we feel the need of 
incentives; ‘‘to get well enough to go to the home” 
might, if the home is good, prove a stimulating ambition 
for bed-ridden grandparents. 

Many other undertakings are recorded in the fund’s 
report. Convalescent homes are being helped financially 
and encouraged to raise their standards; the Nursing 
Recruitment Service continues to do much rewarding 
work; the staff college founded to prepare newly 
appointed ward sisters for their duties is now in full 
swing; and the fund offer scholarships to nurses to 
travel abroad, training grants to almoners, and training 
schemes for administrators and medical records officers. 
Hospital accounting, now under such keen discussion, 
has long been among their foremost studies and they are 
pressing cogently for the adoption of a departmental 
system of accountancy. 


MORTALITY IN EUROPE 


Tue career of the chief of the health statistics section 
of W.H.O., Dr. M. Pascua, has given him a breadth of 
experience of the vital statistical systems of Europe 
second to none; for that reason his introductory com- 
ment on its snares and delusions adds much to his recent 
report? on international comparisons of mortality 
experience in Europe. Much depends, for example, on 
the efficiency of death registration ; under-reporting of 
deaths, particularly in infancy, is, or was, common in 
some countries. National differences in definition may 
cause appreciable differences in mortality-rates ; thus 
what might have been termed a stillbirth in one country 
would have been classified as a neonatal death in another, 
with the net result of an increase in the over-all death- 
rate in the second instance. Pascua is a little dismayed 
by the failure of the death-rates given in national publica- 
tions to tally with those calculated independently from 
the data about deaths and population given in the same 
publication. Shifts in population, selective migration, 
and changes in age-structure following new trends in 
the birth-rate all tend to distort the picture. Despite 
his own depressing catalogue of imperfections, Pascua 
believes that good use can be made of such data, and this, 
the first of a series of such articles, lends substance to 
his plea. 

The main emphasis of his review is on the relative 
declines in total mortality which have taken place in 
many European countries. Generally speaking, there 
has been a steady fall in the death-rate in all the countries 
surveyed, and this fall, though checked by the two world 
wars and the 1918 influenza pandemic, has gone on to 
allow the recent achievement of record low levels of 
1. Evolution of Mortality in Europe during the Twentieth Century. 

Bpidemiologica] and Vital Statistics Report, 1949, 2, no. 4. 


tage. 


mortality. Indeed the Netherlands rate of 7-4 for 1948 
is a historical world record. Of fifteen countries having 
a crude death-rate of more than 15 per thousand per 
annum at the beginning of the century, not one had a 
death-rate above this level in 1947, only two years after 
the end of world war mu. The rate of fall, of course, has 
not been consistent in pattern in all these States; it was 
steepest in Spain, Italy, and the Netherlands, less so in 
the Scandinavian countries and Switzerland, and least 
so in the British Isles, Belgium, and France. Most of the 
reduction in mortality has taken place in the diseases of 
infancy and childhood ; little, if any, progress has been 
made among the killing illnesses of middle and old age. 
Yet without such advances the present rate of improve- 
ment in total mortality must slow down, for, whereas 
around 1900 only 7-5% of the English and Welsh popu- 
lation were aged 60 years and over, by the end of 1947 
this proportion had risen to 15-2%. 

All these changes in mortality experiences are inevit- 
ably reflected in an increase in the “* expectation of life ” 
(in its actuarial sense of how many years a person is 
likely to live if the age-sex specific death-rates current 
at a specific period continue to prevail). In Spain about 
1910, the “‘ expectation of life’ at birth was about 41 
years. That did not mean that a Spaniard born in 1910 
was likely to live 41 years; the expression is merely a 
useful way of summarising the mortality experience of 
Spain in 1910. What are termed ‘ generation ’’ life 
tables have been constructed by applying to an original 
“cohort,” born in, say, 1880, the age-sex specific death- 
rates which would have prevailed during their lifetime 
—e.g., for the first years of the table, the death-rates for 
children aged 1, 2, 3, 4, or 5 years in 1881, 1882, 1883, 
&c. From the life table thus obtained for people born in 
1880, the ‘“‘ expectation of life’? does summarise the 
conditions prevailing during their lifetime and comes 
nearer to the lay conception of the meaning of the phrase 
than does the usual form. Some interesting results of 
such “ generation ” life-table construction are given— 
for men born in England in 1840, for example, the expec- 
tation of life on this basis was 39-5 years ; for those born 
in 1860 it was 42-8. But for most purposes the conven- 
tional usage, which summarises mortality at one point in 
time, is a more useable index of public health at that 
moment. Progress, or lack of it, can thus be conveniently 
measured in terms of changes in the expectation of life. 
Compared with 1910, the expectation of life in Spain had 
increased by 9 years to 49-8 years by 1930-31, and 
similar, if less striking, advances were made by all other 
countries. In 1930, considerable differences between the 
fifteen countries still persisted. The northern lands—and 
Sweden in particular with an expectation of life of 63-2 
years for men at birth—contrast vividly with Italy and 
Spain with their expectations of 53-8 and 49-8. With 
increasing age, however, this disparity decreases, until 
at about age 60 the differences are much smaller and 
they disappear altogether at 70. It is in infancy and 
childhood that the northern countries gain their advan- 
With the remarkable consistency which charae- 
terises these data, the same phenomenon appears among 
the tables of the expectation of life for females. Early 
in life these show a superiority of two years over the males 
of the same nation, but with advancing years this dis- 
parity gradually decreases until it is not much more than 
a year at age 60. Thus again we see how large a contri- 
bution the fall in infant and child deaths has made to 
the trends in Europe’s crude death-rates since the turn 
of the century. 


Mr. DuNCAN FitzwiIkLiAMs has been appointed master 
of the Society of Apothecaries in succession to Prof. 
E. C. Dodds, F.r.s. 


atts 
a st 
rec 
con 
( 
bac 
wo! 
gire 
uni 
bec 
bec 
tha 
Ba 
mo 
ple 
un: 
] 
sig 
mi 
to 
an 
the 
tw 
al 
les 
wi 
ple 
af 
be 
ve 
on 
an 
fiv 
tir 
ta 
de 
di 
in 
sk 
tu 
co 
I 
ve 
of 
rij 
th 
id 
I 
re 
of 
Oo} 
fr 
re 
al 
fo 
m 

° in 
fr 
tl 


THE LANCET] 
Disabilities 


38. TRANSVERSE MYELITIS 

MoreE than nineteen years have passed since my 
attack of paralysis. It began on the thirty-third day of 
a septiczemia, from which after being seriously ill I had 
recovered so as to be looking forward to an early 
convalescence at the seaside. 

One morning, as I lay in bed, I felt an ache in the 
back. It was troublesome from the onset, got steadily 
worse during the day, and by evening had become a 
girdle pain, surging in waves round my waist. I was 
unable to pass water. In the evening my buttocks 
became anesthetic, and after this both legs rapidly 
became paralysed, the last movement to disappear being 
that of the big toes, which showed a _ well-marked 
Babinski response. I slept well under the influence of 
morphine. Next morning I awoke to find myself com- 
pletely paralysed and insensitive below the waist and 
unable to raise my shoulders from the bed. 

I reviewed the situation, being fully aware of the 
significance of what had happened, and made up my 
mind, once and for all, to accept it without reserve, and 
to spend no time in useless regret. This serenity of mind 
and the associated cheerful outlook survived through all 
the troubles that were to come. It was interrupted only 
twice. When I was alone on a dreary February evening 
a week later, a sudden consciousness of my utter help- 
lessness came upon me, and I could have shrieked in 
wild hysteria. I turned my thoughts to something 
pleasant and the mood passed quickly. It recurred for 
a few brief moments two days later. 

I had become very thin, so I had been put on a water- 
bed two days before the onset of paralysis, for con- 
venience of nursing. After the onset I decided to live 
on oranges, about eight daily, as my sole nutriment. 
In ten days I was emaciated, little but skin and bone, 
and I told my surgeon that at this rate I would die in 
five days. He agreed, unless I took nourishment. 
I asked my wife if she thought it worth while my con- 
tinuing to live if I remained paralysed. She unhesi- 
tatingly said “* Yes,” so I asked for Benger’s Food and 
decided not to die of starvation. 

* 


On the twelfth day a great event took place: a 
distinguished brain surgeon kindly came to see me 
in consultation. He was an admirable consultant 
courteous, full of understanding and kindness, and very 
skilful—and I shall always revere his memory. Even- 
tually he gave me his verdict. ‘I have now got a 
complete grasp of your case,” he said. ‘‘ It is very rare. 
I have not seen more than two like it. The lesion is 
very small, no bigger than a split pea, about the level 
of your ninth or tenth dorsal vertebra, a little to the 
right of and posterior to your spinal canal. The rest of 
the mischief is collateral and recoverable. I have no 
idea what is to happen to you. I can only tell you that 
I see no absolute reason why you should not ultimately 
recover almost completely, except for a slight weakness 
of your right leg.” This wonderfully accurate clinical 
opinion, given when I was still completely paralysed 
from the waist, and expected to die at any moment, 
remained indelibly imprinted on my mind and was the 
anchor of my faith and hope during the months that 
followed. 

A few days later I could move my big toes, and move- 
ment spread to my other toes, the ankle, knee, and hip, 
in slow but continuous succession, until, three months 
from the onset, I got out of bed and walked in front of 
the mantelpiece holding on by both hands. From the 
end of the first month Iqhad daily massage and 
movements. My weight had slowly increased. 
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With the return of movement came spasmodic jerks 
of my legs, especially in the evening and during the 


night. These were very disturbing and sometimes 
violent. ‘They were preceded by an aura, a sting in the 


region of the buttocks, very variable in site. They 
threatened to interfere with sleep and I was fortunate to 
detect the chief exciting,cause—hot feet and cool legs. 
I found that if I onee got off to sleep I could have a 
good night, though I seldom slept more than an hour 
at a time, being awakened by severe jerks. The night 
nurse would come in and turn me over on my other 
side, usually after cooling my legs, and I would fall 
sound asleep before she left the room. I usually was 
wide awake, sometimes for ten minutes, twelve times a 
night, but in spite of this enjoyed my night’s rest and 
never had any hypnotics. I feel sure this was a factor 
in my recovery. After a few weeks the jerks began to 
diminish, ‘but they persist to some extent to this day. 
I felt as if I were not lying flat in bed but on a slope, 
with my feet a foot or two higher than my head. This 
peculiar sensation lasted three years ; slowly the slope 
became less; and I shall never forget my relief when 
at last I seemed to be lying flat once more. 
* * * 

My nurses were unremitting in their kindness and 
care, and I escaped without the suggestion of a bed-sore. 
I did not escape a severe urinary infection, with ropy pus. 


«For some weeks I was catheterised, the bladder being 


rarely allowed to fill above 15 oz. When the use of the 
catheter was dropped I was found to have an automatic 
bladder with residual urine. The bladder was then 
Washed out daily for a time, and the residual urine 
bécame gradually less ; but as the urine did not become 
sterile either with washing out or medicine, both forms 
of treatment were soon omitted, and the bladder acted 
periodically and automatically. My bowels were the 
cause of much trouble. They were not constipated, 
spastic, or incontinent, but they did not act on their own; 
and after an aperient I had little control of them and 
an enema was unsuitable in the early stages. 

A special piece of luck fell to my lot just before I got 
up, when I happened to read an advertisement of 
Hilliard’s micturition bags.1 I sent for one at once, 
found it ideal, and have worn one ever since. They are 
made of soft rubber and never chafe. They enable a 
man with an automatic or incontinent bladder to take 
his place (so far as that disability is concerned) as a 
normal member of society. The bag is unnoticeable in 
the ordinary way, but the wearer cannot safely sit on a 
low chair or the low seat of a motor-car. 

My automatic bladder settled down to a maximum 
content of 4.0z. Three years later, during a single week, 
the maximum rose to 5 oz. Three years after that, 
again during a single week, it rose to 6 oz. There it has 
remained. It empties usually at 3-4 oz., leaving 
residual urine which can be almost entirely expelled by 
suprapubic pressure. If it decides to act when I am 
walking, the first indication is often a loss of power in 
my legs, slowing down my already slow pace, and 
indicating that either the lumbar centre cannot carry 
both loads (walking and micturition) or that there is an 
antagonism between the two mechanisms. At night the 
automatic bladder is much more difficult to manage. 
My method is my own invention. I lie on my side with 
the genital organs in a small kidney-dish, partly filled 
with cotton-wool. When I wake, if the bladder has 
acted, I empty the wet cotton-wool into a receptacle by 
the bedside and replace it with fresh. My bladder may 
act during sleep or may wake me. Once I fall asleep 
I do not change position unless I wake. I am always 
awakened three to ten times a night, but this has not 
interfered with my health. The problem of dealing with 


1. Made by Hilliard & Sons, 123, Douglas Street, Glasgow, C.2. 
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the bowels was satisfactorily solved. An enema every 
48 hours, before going to bed, ensures that all is well for 


the next two days. , 


There have been several odd features about this 
illness: a feeling as if my legs up to the knees were 
bound up in tight stockings, which made movements of 
the feet feel difficult and which lasted for several years ; 
disappearance of my de Morgan’s spots, which reappeared 
16 years later ; and an almost complete loss of the sense 
of heat and cold in both feet up to the ankles (even now 
if when in bed I wish to know if my feet are cold, I have 
to feel them with my hands). 

One day during my late convalescence I got a nasty 
fright. 1 was standing on a Scottish moor admiring the 
view when suddenly I was laid flat on the ground as if 
I had been shot. This was clearly a dangerous thing to 
happen and I at once tried to find the cause and the 
remedy. Owing to the immobility, my right leg had 
given a sudden and violent jerk, and my left leg, caught 
completely off its guard, had simply collapsed. I have 
never stood stock-still since, but keep my legs moving 
imperceptibly. My locomotor troubles and my gait 
remain the chief and very obvious evidence of my illness. 
My walking is never automatic but always reinforced by 
a voluntary impulse, and I am always, so to speak, on 
guard, lest I stumble and fall. I used to pride myself 
on walking without a stick, but finding that it was a 
useless effort I have long used a light strong stick with a 
rubber tip, which enables me to walk more safely, quickly, 
and steadily. My natural pace is not above 1'/, miles 
an hour. If I try to double the pace, I tire quickly ; and 
if my legs are cold they soon become very tired. But, 
with all my care, I often fall. My reaction is quick and 
I am expert in escaping injury. This necessitates 
unremitting care. The chief causes of falling are 
inability to lift my feet high enough, which makes me 
trip over carpets, rugs, steps, stones, and similar 
obstacles ; a sudden turn with loss of balance and 
failure of my slow-reacting muscles to save me ; attempts 
to support myself when unsteady by grasping unsuitable 
objects (a hot pipe, a screen, a mobile table); and a 
trick of catching my right toe behind my left heel when 
walking. A light blow on the knee will stun the leg 
and cause me to fall at once, and it is highly dangerous 
to eatch my stick in a hole (for instance, in a grating). 
Getting up after falling is a highly skilled acquired art. 
During my first year I could not take enough exercise 
to make me really tired, but I had for years a peculiar 
localised form of fatigue. This extended from my feet 
to 3 inches above the knees, equally in both legs, and 
was so severe that my legs felt only one desire, never to 
move again. The feeling was periodic, usually arising 
after slight exertion, and was worse in the morning. 
I could use my legs as I wished, by voluntary effort, in 
spite of it. It slowly diminished and is now occasional 
and seldom severe. 

My own psychological reactions interested me. I had 
heard nervous patients describe a feeling like an electric 
shock run through them from head to foot—now I was 
to experience it myself. If I had a sudden fright, the 
electric shock passed from my waist to my feet. At an 
éarly stage in my illness I could trace the course of my 
large intestine from the cecum to the sigmoid flexure, as 
wind passed along it. As I sat in a chair with my legs 
crossed, my legs were more prone to jerk if I was 
annoyed. I could walk better if 1 was happy than if 
I had been upset. All these effects steadily diminished 
and passed away. 

I returned to work after 10'/, months. During all 
these 19 years I have periodically endured strains that 
would tax an average man—long operation days and 
heavy lists, driving a car long distances in a single day, 
playing two rounds of golf, and so on. 


At every stage and in every way helping hands have 
been held out to me, but these, I have learned, must 
never be allowed to prevent independent effort. From 
the moment when I first walked in public, with my stick 
in one hand and my nurse supporting the other arm, and 
beheld pitying almost tearful eyes watching my every 
movement, I have had to resist the debilitating influence 
of human sympathy. One gets adapted to one’s dis- 
abilities, and learns to accept with good humour and no 
sense of grievance the troublesome mishaps. I never 

“forgot my singular good fortune—that I am unimpaired 
above the waist and that since my sense of balance is 
intact I can walk and live a normal life. 


Special Articles 


MEDICAL LIBRARIES IN HOSPITALS 


BY A COMMITTEE OF THE MEDICAL SECTION OF THE 
LIBRARY ASSOCIATION 


THE reorganisation and re-grouping of hospitals now 
taking place as a result of the National Health Service 
Act opens the way to a better-organised library service. 
Hospital authorities are being encouraged to provide 
for all kinds of readers—doctors, nurses, medical 
auxiliaries, and patients—and it is already apparent that 
they are faced with many problems. The need for help 
and guidance is urgent. 

Medical librarianship is a highly specialised calling, 
and the present great expansion of library services is 
likely to lead to a serious shortage of trained librarians. 
This shortage should only be temporary. The Library 
Association has recently instituted a special examina- 
tion in medical librarianship, and, as opportunities for 
acquiring the necessary knowledge and experience increase, 
the staff difficulty should not be so acute. For some time 
the organisation and control of many libraries will 
probably be entrusted to members of the administrative 
staffs or to part-time workers who are unlikely to be 
conversant with scientific literature and with library 
methods. 

The purpose of these hints is to help those faced with 
the immediate task of organising and running a hospital 
library. No attention will be paid to the question of 
patients’ libraries, since it is generally agreed that these 
are best administered by the public libraries in collabora- 
tion with the voluntary agencies that have given such 
good service in the past. Library provision for nurses and 
medical auxiliaries presents special problems which are 
engaging the attention of the professional organisations 
more directly concerned, and will not therefore be 
considered here. 

Regional hospital boards which are thinking of 
establishing libraries for professional staff should consider 
what library services there are already in the region. 
Medical library provision throughout the country is very 
uneven. London is better provided than any other city 
in the world, and there are excellent medical libraries 
in the great provincial centres. Outside the larger cities 
the existing library services are incomplete and often 
inaccessible. The specialist and the research-worker 
usually have access to the large medical libraries such as 
the British Medical Association, the Royal Society of 
Medicine, or the Medical Research Council, and through 
the National Central Library to the general library 
resources of the country. University medical school 
libraries provide excellent services in each region. The 
use of these services should be encouraged and developed. 


THE SMALL PROFESSIONAL LIBRARY 


The need in individual hospitals is for a small library 
for quick reference by the staff. The special field of 


interest of each hospital must bé considered in forming 
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the basic stock of the library and in ssiptaining a suit- 
able stock of current books ; and the advice of a small 
committee of the specialist staff should be regularly 
sought. The care and maintenance of the library will 
demand as much attention as building up the initial 
stock. Most medical textbooks go out of date within 
a few years and are superseded by new editions. Expendi- 
ture on current books is therefore a recurring charge, and 
this is a cogent reason for great care in book selection. 
To keep the library within manageable limits and 
maintain it as a live working unit, superannuated books 
must be discarded from time to time. 

Books should be grouped according to subjects, so 
that readers can readily consult them. All difficulties 
of access destroy interest in the library. Part-time 
clerical assistance is essential, to keep proper library 
records. An alphabetical card-index of the books must 
be made, to serve as a catalogue and as a record of 
purchases. Some books—dictionaries, directories, and 
the like—should be clearly marked: For reference only ; 
not to be removed. All other books should be available 
for borrowing. A duplicate record of loans should be 
made, kept alphabetically in the names of both the books 
and the borrowers. Simple rules should be made covering 
the period of loan allowed and showing to whom the 
privilege of borrowing is extended. Several hospital and 
medical society libraries at present extend the privilege 
to all doctors in their district. The needs of auxiliary 
staff must also be considered. 


JOURNALS 

Periodicals, which are an essential need of the scientific 
worker, present special problems of selection, subscription, 
and storage. It will not be possible, and it is not neces- 
sary, for hospitals to attempt to build up large stocks 
of medical journals. Some 2000 medical periodicals 
are published each year and only the largest libraries 
can afford to acquire and keep anything approaching 
complete stocks. The publication of union-lists of 
periodicals, the extension of schemes for codperation and 
inter-library lending, and the ever-growing use of 
reprints, ‘Photostats,’ and microfilms have done much 
to make periodical literature more accessible. It is, 
however, very important to be able to refer at once to 
articles when any point of treatment or diagnosis is in 
doubt, and if the hospital library can apply part of its 
budget to the purehase of current journals this should 
be done. An expenditure of £50-£100 a year would 
provide a valuable nucleus, but periodicals take up a 
great deal of space and it costs money to have them 
bound. * Just as he likes to choose his books the specialist 
will want to choose his journals, and he will probably 
subscribe to some of the more important. Members of 
the medical staff should be encouraged to present to 
the library the journals they no longer require for personal 
use. Precise records must be kept of the incoming 
periodicals, to ensure that volumes are complete. Care- 
ful selection should be made before binding for permanent 
storage. Volumes not required permanently in the hospital 
can usefully be transferred to a larger central library. 


A GUIDING BOOK-LIST 

A selected list of books in English which are in steady 
demand, giving alternative titles under each subject- 
heading, has been compiled by this committee with 
the advice of leading authorities in the various depart- 
ments of medicines Encyclopedic works and highly 
specialised monographs have been deliberately excluded 
from this list, as it is assumed that they will be obtain- 
able in the large central libraries. Copies of this book- 
list and further advice on medical libraries may be had 
from the honorary secretary, Medical Section of the 
Library Association, Wellcome Historical Medical Library, 
183, Euston Road, London, N.W.1. 
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te England Now 


A Running Commentary by Peripatetic Ceretpentenle 


AT first sight they didn’t look like patients at all. 
Indeed only half of them were; for this was a Swiss 
Kurhaus, half hotel, half, hospital. The white coats of 
doctor, nurse, massewse, and technician gave the only 
hint that illness lay inside its walls. No smell of disin- 
fectant, white walls, iron bedsteads, or tidy bed-tables 
graced this establishment. Instead, the rooms were 
ordinary pleasantly furnished ones, the sun-balconies 
enticed both sun and patients, and the gardens rivalled 
them in charm. Cardiacs, rheumatics, bronchitics, 
gastrics, and neurotics nudged elbows with holiday- 
makers in the dining-rooms and lounges. The only rule 
was that of silence between 2 and 3.30 P.M. and after 
10 P.M., resented neither by holiday-maker nor patient. 
The usual hospital discipline was replaced by a cobpera- 
tive freedom. Under the doctor’s and nurses’ unobtrusive 
supervision patients took their own temperatures, 
measured their own fluid outputs, kept their medicines 
in their rooms,and took them as prescribed, ordered 
their own lives, and helped with their own treatment. 
Bed-ridden patients were few; the word “ chronic ”’ 
had no place in the Kurhaus vocabulary. Temperature 
and fluid charts were kept only where strictly necessary. 
Patients were encouraged and expected to live as normal 
lives as possible. All had that kind of disability where 
the patient can learn to live in a normal soc iety within 
‘the limitations imposed on him by his body and mind. 
Here, where so little stress was laid on iliness and so 
much on the hope of recovery and the knowledge that 
disability was not synonymous with an, unhappy or 
useless life, patients learned very quickly ‘to find their 
feet among normal people again—an art “whieh some 
had previously neglected through lack of a healthy 
atmosphere in which to practise. It was a long-term 
job ; some clung to their ailments, but most responded 
well and the results were so worth while that one came 
away wishing there were more of such places in our 
own country. 


* * * 


My watch being wrong the other morning, I arrived 
at the station a few minutes early for my Victoria train. 
A London Bridge train came in first and I watched idly 
as the crowd threw themselves into the carriages. 
Suddenly I found myself counting heads. Of as big a 
sample as could be noted in the short time, about one 
passenger in three was out of breath. At this station 
the train times are a little erratic and it might have 
been that a few moments earlier arrival caused the sudden 
rush. But the Victoria one rolled in a minute late, and 
again there was an estimated third of the travellers 
visibly breathless—and the station approach climbs 
only the slightest of hills. My curiosity was roused 
sufficiently to repeat the observation next day, with 
almost the same result. 

It is a fair guess that these speed merchants are sowing 
the seeds of a fine crop of coronary thrombosis, myo- 
cardial degeneration, and for that matter peptic ulcer. 
Most of the entrants in the morning race are regulars, 
and they probably start most days by bolting an 
inadequate breakfast. Then in the train, as soon as they 
get their breath back, or before, they light cigarettes 
or pipe. Since most of them are at least approaching 
middle age, they are asking for trouble. 

“To what end,’ I asked myself, ‘‘ is this desperate 
daily dash ? ’’ If punctuality at the office is so important, 
then surely punctuality at the station is as important, 
and therefore worth a couple of minutes’ margin to catch 
the train with certitude and comfort. There is no 
sporting spirit about it, as their grim faces show. 
(Admittedly their expressions may only be evidence that 
they have scanned the daily paper ; the only item which 
I do not find depressing is the crossword.) I pondered 
the problem—and was suddenly brought up short. My 
pulse was pounding; it was 95 per minute Today I too 
had run that last bit. Being early yesterday had only 


been a fluke due, as noted above, to my watch being fast. 
The day before I had missed my second cup of tea, and 
the day before that I had almost lost the train. The 
finger I had been pointing at my fellows turned inexorably 


ve 
st 
m 
iO 
ar 
d 
is 
| 


432 THE LANCET] 


on myself. And coronary thrombosis and angina are 
doctors’ diseases anyway! Here I made a firmer resolu- 
tion than most I have made. While I am still forced to 
this miserable necessity of commiuting, no more rushing. 
Better be late in this world than too soon in the next. 
Henceforward I wiil Look After My Arteries. ... But 
I wonder; wouldn’t they like it better if I gave them 
those few extra minutes every morning in bed ? 
* 


On the Appointed Day we lost our county status and 
from our notepaper a noble crest. On the first Anni- 
versary Day paper in universal use appeared with an 
over-print—‘** XX XX Group Hospirats ’’—in blue so 
royal that an amused houseman took a few sheets home 
to show to her parents. In the bus she opened her 
rather full handbag to get her fare and on closing it 
noticed that the folded sheets had fallen on the floor. 
The gallant conductor picked them up, and intrigued by 
the serrated edge opened a sheet to read the name 
aright. He covered her confusion with: ‘‘ ’Sall right, 
Miss, ours says LONDON TRANSPORT.”’ 

* 

He was a classically grandiose G.P.I. but he had a 
streak of artistry in him. He told me that he had just 
thrown a huge party, so I asked him how many people 
had attended. ‘* Well, I’m not sure exactly,”’ he said, ‘* but 
it took twenty-four men twenty-four days to mix the 
mustard for the sandwiches.” 

* * * 

One thing about the Board of Control, they don’t 
lose heart. In their latest report they remark: ‘ In 
their Report of 1846 to the Lord Chancellor the Com- 
missioners in Lunacy wrote ...”’ (then follows criticism 
of admission documents) *“*. . . The situation is still 
unsatisfactory.’ I have always thought of the Master 
in Lunacy as an awe-inspiring person, but in future I 
shall see him heaving a long-suffering sigh as the 
centuries roll by. 

* * * 

We made him a gift of ourselves en bloc. 

We gave him the hospitals, stock and Lock. 

And under the Criminal Justice Act 

We gave him Broadmoor, with staff intact— 

Warders, boarders, bats, and trusties— 

As a simple act of criminal justice. 


the psychiatrist's report said she had 
righteous cramp.’ 

* * * _ 

Srr,— I hesitate to criticise so distinguished a colleague 
as Dr. Pardoy (Aug. 27, p. 398) but, putting personal 
feelings aside, I must let him have it straight, ex humero 
summo. 

Before launching my main grouse, however, I would 

mention his inconsistence y. He admits, apparently, that 
the disease was first reported by Thomas Pearce (himself, 
surely, a lover of ‘‘ fair”’ play), professor of veterinary 
surgery at Widdecombe University, yet he refers to it as 
his disease. One has no wish to argue here as to who 
owns the copyright. This can, and unless Dr. P. is 
prepared to climb down, will, be done at the proper 
time and in the proper place. 

No-one could find fault with his article on literary 
grounds : it is admirably lucid, very informative, written 
in simple, aimost basic, English, and an exhibition of the 
results of many years of clear thinking and deep learning. 
The qualities displayed are the more dangerous, however, 
because from a scientific point of view the doctor's 
effusion is sheer balderdash. As everyone should know, 
Pearce’s ‘‘ 3 cases’? was a description of three phases in 
the same disease of one subject—namely, a mare. This 
unfortunate beast (suffering from some form of hereditary 
cyanosis) was in bad shape when handed over to me and 
my six colleagues and could, by no stretch of imagina- 
tion be described as a young adult. The etiology of the 
disease in this, the only known example of it, was 
diagnosed during life as traumatic lordosis. Permission 
for P.M. was refused, but later interment (which almost 
spontaneously occurred) was carried out and confirmed 
the presence of ossa crepantia or ‘‘ mobile skeleton.” 


Finally, please note that my paper of this year should 
be cited under the authorship not of Cobley et al. but of 
Cobbleigh et omn., and that my name is spelled : 

THOMAS COBBLEIGH, M.WID.C.V.S. 
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POLIOMYELITIS FOLLOWING TONSILLECTOMY 


Sir,—The death of two children from acute anterior 
poliomyelitis after tonsilleetomy raises a problem of 
great importance in clinical medicine. For twenty years 
I taught it as the “ principle of the dominating lesion.” 
It may be enunciated thus : ‘‘ when a patient is suffering 
from two diseases, both of some severity, does the 
treatment for one of them interfere with the prognosis 
in the other; and if so which is the lesion that is 
‘dominating’? When this problem is before you and 
the treatment of the other is the one that may harm 
the patient owing to the presence of the dominating lesion, 
should that treatment be forgone, or should the risk 
that the presence of the dominating lesion entails be 
taken ?” 

I learnt this in the early twenties from that parti- 
cularly fieree Guy’s man, Dr. E. W. Goodall, at the 
North-Western Fever Hospital, in relation to mastoiditis 
in a case of diphtheria. It was the first time I had diag- 
nosed this, and I said to the A.M.O. in charge of the case : 
‘** Well, we had better get on with the job and ask them 
to get the theatre ready.” ‘‘ No,” said Dr. Ursula 
Blackwell, now physician at the Western Hospital, ‘‘ we 
must go and talk to the medical superintendent first.” 
‘I do not see why that is necessary,” said I. ** I do not 
know about that,” she said, “ but here we have to.” 
So we went. ‘‘ What about that case ? ” said Dr. Goodall. 
** She has a mastoid,” said I. *‘ What do you advise ? ” 
he asked. ‘‘ Oh! we’ve got to operate,” said I. He took 
a pace forward, thrust his face into mine with the jaw 
advanced like the 100% he-man of the pictures of that 
day, and almost growled at me: “ Mr. Layton, will you 
guarantee «that that patient will die if you do not 
operate ?”’ ‘‘ No, Sir, certainly not,’ I said. Then,” 
said he, ‘*‘ I will not allow you to do so.”’ He then became 


the kindly urbane teacher that he usually was and went ° 


on: ‘“‘In every case of diphtheria, even of moderate 
severity, I am quite certain that there may be so much 
damage to the heart-muscle that no anesthetic should 
be given unless otherwise death is certain.” 

In the subsequent 20 years that I remained in the fever 
service I never operated on a mastoid, except in one case, 
either in his or any other hospital to which I was attached, 
in a patient suffering from diphtheria, and I extended his 
rule to septic scarlet fever and measles in minute children. 
The exception was a woman of about 35 with a pharyngeal 
paralysis and her bed propped high, on whom I operated, 
with Dr. Goodall’s consent, 
Again I had the assistance of Dr. Ursula Blackwell. 

Septic scarlet fever has, for a time, passed away. 
Diphtheria is controlled by the State ; and the clinician 
can modify measles into harmlessness; but still the 
principle remains and is capable of modification and 
extension. It was a few years later that I met it in the 
following form. If an operation is advised in a patient 
who, during the period of convalescence, will be liable 
to communicable disease which may impair the efficiency 
of the operation, is this so imperative that the risk must 
be taken or should it be deferred until the chance of 
catching the communicable disease has passed ? 

The operation was tonsillectomy, and the communi- 
cable disease measles. It was a year in which there was 
a big epidemic, and we had eight cases of measles which 
had developed after tonsillectomy and subsequently had 
mastoiditis. We lost four of them. This series convinced 
me that of all forms of inflammation of the middle-ear 
cleft the tonsillectomy-measles-mastoiditis sequence is 
the worst. After that year I never took out tonsils during 
a measles epidemic from a child that had not already 
had measles. 


under local anzsthesia. . 
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Those who work only in hospitals where communicable 
diseases are not admitted are not faced with this principle 
of the dominating lesion. In the 35 years that I was on 
the staff of Guy’s I never had to deal with it in that 
hospital: but now the same problem that I had with 
measles has arisen with poliomyelitis and tonsillectomy. 
We had heard of this a year ago—some may say longer— 
from Canada and it was discussed at two of the sections 
of the B.M.A. annual meeting in 1948. In the section of 
epidemiology Dr. Banks made an appeal to all those who 
operated on tonsils to desist when poliomyelitis was 
appearing in epidemic form. At the section of diseases 
of the throat and ear, however, two leaders in our 
specialty were unable to accept this guidance. One 
looked on the operation of tonsillectomy as being so 
important that he would not defer it, and the other 
reported that not everyone in Canada believed that there 
was any clinical association between the two. 

Now we have had it brought to our very door. What 
are we to do about it? The ideal is that everyone who 
takes out tonsils should use his own elinical judgment 
and desist from all operations in any year in which 
poliomyelitis is prevalent until it is no longer so, even if 
that means putting off all tonsillectomies from the early 
autumn until the end of February. It is not a question 
of absolute scientific proof ; but one of probability. But 
it is also one of death and mutilation. There is no 
time for everyone to become convinced by personal 
experience. 

The argument that tonsillectomy will not allow of 
delay will not hold water. My predecessor at Guy’s, 
Mr. F. J. Steward, used to shut down all operations at 
outpatients from October to March—a practice in which 
I followed him and extended to all such operations about 
20 years ago, since when I did no operations on tonsils 
during the winter months. No-one came to any harm 
thereby. And those who claim that a tonsil operation 
must be done at once have long been confuted by the 
waiting-lists which they have allowed to pile up all over 
the country. If they really believed that these operations 
were urgent they would have clamoured years ago for 
the necessary accommodation. 

Can the administrators help us ? Not by ordering. In 
one of the reports in the press it seemed to be suggested 
that the excellent memorandum circulated by the 
Ministry of Health last year was an order to desist. This, 
no doubt, was faulty journalism ; but it continued by 
quoting a pathologist on the postponement of the 
operation. If he was accurately reported this pathologist 
seems to have gone beyond his subject. There is no 
pathological evidence whatever that tonsillectomy leads 
to invasion of the body by way of the wound produced. 
The evidence is clinical entirely ; and it is for us clinicians 
to decide. We are less likely to persuade those who do 
not recognise the principle’ of the dominating lesion if 
other people start to dictate. It is, however, the business 
of all clinicians. For every clinician today sometimes 
comes across a case in which tonsillectomy may need 
consideration. 

There is a way in which the administrators may use 
their intluence. Under no circumstances must they be 
allowed to put pressure on clinicians to perform operations 
against their better judgment. This must be opposed 
wherever it arises. But they may be entitled to call a 
halt where the opinion of the majority of the profession 
is against operations being done, as I think must be the 
case here; and they can do it by withholding beds. 
Even here a loophole should be left for the clinician 
with the exceptional case. And that ought to be met 
by the insistence on a second opinion, not from another 
operator on tonsils but from a physician of his own 
choosing. Some such adminiftration as this might well 
be set up not only to stop tonsillectomy in times when 
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poliomyelitis is rife but also during the whole of the 
winter all over the country. 

Finally there are the parents. They are in the end the 
persons responsible for the operation being done. That 
very wise little old man, Lord Snell, deplored the diminu- 
tion of parental responsibility as being one of the danger 
signals of today. These cases bear out his grave 
warning. 

At sea. T. B. Layton. 


THE DOCTOR’S PROFESSION 


Sir,—May I express my admiration for this series of 
essays? In my opinion they state very clearly the 
views of the minority who occupy the Christian position. 
Although they are unlikely either to edify or to win the 
approval of readers who divorce religion or the fear of 
God from living, they nevertheless deserve a place in 
THE LANCET, which claims to be a journal of medicine. 
Medicine untinctured by either politics or religion is 
a specialty which deserves a journal of its own. 

Hill End Hospital, St. Albans. F. C. STALLYBRASS, 


Srr,—Modern medicine owes much to Christian 
thinking and more to the Christian men and women 
who have been, and are, leaders in the profession. It 
was therefore surprising to see that two correspondents 
were protesting about the series of articles under the 
above title. In this generation of advancing materialism, 
with its many ugly forebodings, it is surely high time 
that we were considering again our work as doctors in 
the light of our historic national faith. This is reason 
enough to welcome the articles. We havé.no business 
to allow others to do our thinking for us. 

Dr. Simmons (Aug. 20) appears to me to misrepresent 
the writer of the second article, who is singularly careful 
not to overstate his case. 

1. The Christian doctor does not enter the world with 
a “‘ hopeless attitude.’”’ The reverse is the truth. He 
is aware of man’s corruption but is far more aware 
of God’s power and plan to overcome that corruption. 

2. If a doctor is concerned merely to relieve pain “ his 
attitude is sentimental and, because it is sentimental, 
dangerous.” No-one would suggest that it is a Christian’s 
duty to withhold relief for physical pain and suffering, 
but, like the Master whom he feebly follows, he does 
desire first and foremost to preserve the divine gift of 
life. 

3. I do not agree with all the article says about suffering 
but the writer does not fail to condemn those who 
refuse to use “ all reasonable means ”’ for its alleviation. 
The mystery of suffering is a very deep one; it cannot 
be fully explained in terms of pain and disease on a 
physical level. Yet the Christian believes that he 
can see a little further into its meaning than the 
materialist. 

4. The answer to Dr. Simmons’s question is—Yes, 
we are an unhealthy society if we pay too much attention 
to the needs of the body and in so doing neglect the soul 
of man and the demands of God upon him. 

Iver, Bucks. C. G, SCORER. 

Sir,—I have read with great pleasure the admirable 
and timely essays in this series. As it is wellnigh 
impossible for those uninstructed in Christian ethic to 
appreciate them, I should like to suggest a few thoughts 
to your two correspondents who registered some classic 
arguments in disapproval. 

Mr. Whittingdale (Aug. 20) prefers you to serve your 
readers with medicine ‘‘untinctured by politics or 
religion.” It is not impossible to dissociate medicine 
from politics because political principles rarely 
interfere with the theory and practice of medicine. 
On the other hand, religious principles (particularly in 
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relation to questions arising from sterilisation, abortion, 
birth prevention, and euthanasia) are challenged at every 
turn. Defiance of these principles prompted the Nazis 
to liquidate their disabled and perpetrate unmention- 
able atrocities for the sake of their own monstrous 
eugenics. Hence it is a good thing for your journal to 
bring to the careful consideration of its thoughtful 
readers the very necessary interconnexion between 
these two great branches of knowledge. 

Dr. Simmons objects that there is a hopelessness about 
the attitude or belief which claims that man is cut off 
from God in toto and is therefore corrupted by disease 
and mortality. Man is not entirely cut off from God. 
If this were so, the situation would indeed be black. 
The Christian believes death and disease to be the 
logical outcome of man’s original rebellion against God. 
Christ effected a reconciliation. But the consequences of 
a crime may continue long after the criminal has been 
forgiven. It would take a long essay to present the 
closely reasoned arguments for this belief in the fall of 
man and its dread consequences. Suffice it to say, man 
certainly looks fallen. Even now within his own nature 
there exists a conflict between duty and desire which is 
the result of his old sad rebellion. This is the common 
experience of us all and a cause, I believe, of many 
neuroses. 

Dr. Simmons asks whether he must allow “ pain and 
suffering to persist to the end that life may be prolonged.” 
No, indeed. In the first place pain is not allowed in 
order that life may be preserved. Life is preserved 
and consequently pain is endured. The Christian doctor 
is bound in charity to alleviate severe suffering as much 
as he is able. He can never appropriate to himself the 
right to extinguish his patient’s life. 

Your correspondent suggests that the Christian 
doctor ‘‘ must not go to all lengths to alleviate suffering 
by the method of modern medicine.” If by this he means 
that the Christian doctor is not entitled to employ a 
lethal dose of sedative to vanquish pain, he is right. 
He blesses the nerve block in cases of inoperable cancer. 
So do we all. 

Finally Dr. Simmons asks whether the writer of the 
essays regards the National Health Service, providing 
indiscriminate care for ail, rich and poor alike, as the 
outward expression of an unhealthy society. This is a 
very sad interpretation of the writer’s meaning. There 
appears to be no contradiction in the existence of the 
National Health Service and the principle ‘‘ Love thy 
neighbour as_ thyself.” There is certainly nothing 
unhealthy about the principle of mutual love and its 
application to the present health scheme—or any other 
scheme that attempts to serve society and promote its 
welfare. 

In conclusion, may I emphasise the importance of 
constant vigilance lest the great religious principles 
which govern our lives should be allowed to fade out 
of the field of medical science ? If they are ignored, we 
shall have an undisciplined science open to mortal abuse. 


Lancaster. F. RicKarbs. 


Srr,—As a Lancet subscriber I confess to sharing 
the irritation felt by Mr. Whittingdale (Aug. 20) on 
account of your articles under this heading (though 
for a different reason). I would like emphatically to 
protest against his view that Christian values have nothing 
to do with medicine, for this is what I take him to mean. 

I believe that sickness of men’s souls brings them 
to the doctor as often as—if not more often than— 
sickness of their bodies, when they, having no idea of the 
fundamental cause of their symptoms, turn to the doctor 
rather than to the minister of religion ; and that in these 
circumstances the patient is fortunate whose doctor is 
competent to diagnose soul-sickness, and courageous 
enough to be frank about it. 
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I should like to ask Mr. Whittingdale what advice he 
would give to a patient who yearns to give up alcohol 
or tobacco, yet has no will-power to do so ; and to point 
out that Dr. J. A. Hadfield, in his Psychology and Morals 
(p. 96), states that religious conversions have produced 
(instantaneously) the same effects as successful psycho- 
therapy (which may well be prolonged). It was he who 
pointed me to Begbie’s book Broken Earthenware for 
actual examples of the changes for good which 
conversion can work in men and women. 

The doctor who is not a Christian—that is, one who is 
constantly careful about beams in his own eye—is not 
competent to perceive spiritual causes of symptoms in 
others. I think therefore that space in a medical 
journal might properly be devoted to showing doctors, 
as can be shown, that Christian belief is nothing more nor 
less than the dispassionate investigation, in the realm 
of the thought, words, and deeds of daily life, of the 
teaching which claims to be Truth. The good which 
would follow might well be immense. 

Winfrith, Dorset. : 


Srr,—I wish to thank you for the excellent and helpful 
essays in this series. As a Christian trying, very indif- 
ferently, to apply my religion to daily work as a general 
practitioner, I find it invaluable to have the principles 
so clearly discussed. 

I disagree with Mr. Whittingdale (Aug. 20), who 
assumes that these articles are “‘ outmoded ’’ and accuses 
you of ‘‘ senile decay.’ I, for one, continue to subscribe 
to your journal because you continue to publish articles 
with a wider viewpoint such as these and the excellent 
Disabilities series. 

Farnborough, Hants. 


P. R. Boucuer. 


J. PRITCHARD. 


Sir,—It is unfortunate that your correspondent, 
Mr. Whittingdale (Aug. 20), should have singled out the 
Church Times as an example of the kind of periodical 
which specialises in ‘‘ outmoded evangelical articles on 
Christian ethics.’”” Those who happen to be readers 
of that worthy journal will be surprised and amused to 
hear the word ‘ evangelical”? used in this connexion. 
Incidentally, the journal in question has never been 
distinguished for its interest in ethics, Christian or 
otherwise. 

The series of articles on the Doctor’s Profession, which, 
it should be understood, is the work, not of laymen 
or ecclesiastics, but of members of our profession, will 
strike many as neither “ evangelical ’’ nor ‘‘ outmoded ”’ 
but plain common sense. My impression is that, in 
American parlance, “‘ there ain’t no flies’ on those who 
have written them. This is not the work of pious 
obscurantists. It is because so many have looked, and 
do look, for that anomaly, a *‘ Medicine untinctured by 
either politics or religion’ that some at least have felt 
impelled to set forth this holistic conception of medical 
practice. 

I admire their courage, and hope that they will later 
reveal their identity. 


Leamington Spa. F. S. SINKER. 


Str,—Congratulations on the second article under this 
heading. 
of Christian ethic and its relation to the practice of 
medicine should be misunderstood by those who do not 
already know its main tenets. With regard to the 
expression ‘‘ fallen world” that Dr. Simmons dislikes so 
much, let him realise that the facts are that all people 
suffer more or less during their lives, and that all people 
die. The Christian doctrine of ** the fall’ is an explana- 
tion of why this happens. 

The questions of the purpose of suffering, the purpose 
of man’s existence, the presence or absence of life after 
death—all these have haunted men through the ages. 
On the answer a man gives to these questions, and to the 


It was inevitable that a condensed exposition . 
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‘Dov my hone have any effect on ny 
state after death ? depends a man’s practice of life and 
the finer details of a man’s practice of medicine. That 
is why Mr. Whittingdale’s implicit insistence that medi- 
cine is uninfluenced by religion, or unconnected with it, 
is SO erroneous. 

Christ (who was God) did not suggest we employ go-slow 
methods in medicine. It is merely that the first aim of 
medicine is to safeguard the gift ‘of life ; its sec ondary 
purpose to relieve suffering. Consider surgical operations, 
which may increase suffering temporarily for the purpose 
of saving life. 

Newcastle-on-Tyne. P. S. TWEEDY. 

Sir,—As a professing Christian and as a doctor long 
convinced of the significance of social, personal, spiritual, 
and religious states to medical etiology and therapeutics, 
I find myself in general agreement with Dr. Simmons 
in his criticism of one important paragraph in the second 
essay, in this series. I refer to the paragraph headed 
‘** Christian Doctrine ” on p. 293 (Aug. 13). The two views 
of man’s nature (and hence of the origin and nature 
of pain, suffering, and sickness) there described are, 
I should assert, only two of several alternative Christian 
views. To my mind, the ideas implicit in the doctrines 
of “total depravity’? and of the existence of an 
absolute distinction between the natural and the super- 


natural, are not only intellectually incoherent but 
actually sub-Christian. 
Worcester. H. E. CoLirer. 


Srr,—Some of your correspondents seem to find the 
articles on Christian ethics difficult to swallow and would 
prefer to see them omitted from your columns. In my 
view THE LANCET is to be congratulated for putting 
before its readers an Anglican statement of Christian 
ethics, which, though not aeceptable by all, should in 
its broader concepts be a wholesome guide to doctors 
worthy of the name and a positive antidote to scepticism, 
epicureanism, and nihilism. I believe that those “ pro- 
gressive ” intellectuals who, in these feverish and strongly 
competitive times, have broken with, or have never 
had the opportunity or the patience to embrace, the 
wisdom of our traditional beliefs and practices, including 
tolerances, show unmistakable evidence of immaturity of 
soul, spirit, mind, personality, or what you will. 


London, S.W.17. A. WYNN WILLIAMS. 


Sir,—My inclination to congratulate you on the earlier 
essays in this series was strengthened by reading the 
letters from Dr. Simmons and Mr. Whittingdale, who seem 
to misunderstand the authors’ argument, which was 
partly at least designed to set the ‘ problem of pain” 
in its proper perspective. The subject has been well 
treated in a book of that title by C. 8. Lewis ; and more 
fully by Martin d’Arey in The Pain of this World and the 
Providence of God. It is a problem to which the Christian 
answer, though to many unacceptable, is relatively simple. 

The Christian answer, however, may well seem non- 
sense to the man who does not accept fundamental 
Christian beliefs; to such a one an uncomfortable 
Christian ethic is ‘‘ outmoded,’ as though absolute truth 
were destroyed by the lie of the moment, or as though 
truth depended for its existence on acceptance in a 
democratic age by a majority. The fact is that God made 
men, and made them for definite ends. This is th¢ basis 
of the natural moral law. It is a fact which cannot be 
obscured by a sneer, nor altered by its unacceptability 
to some or to many. It is a fact which should not be 
banished to the relative obscurity of a church paper read 
by the few, since it is a vital part of the ethical 
background of us all. 

Hivary. 
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TUBERCULOSIS IN CHILDHOOD 

Srr,—In his article of Aug. 13 Dr. Miller cites 
unequivocal evidence that tuberculosis is of importance 
to the pediatrician. However, this hardly justifies his 
assertion, as a pediatrician, that the tuberculosis 
service as a whole gives insufficient attention to childhood 
infection and the toll which tuberculosis exacts from the 
children of this country.” Pointing out that the mor- 
tality from tuberculosis under the age of 15 years accounts 
for only 10% of all tuberculosis mortality, he suggests 
that this “‘ may explain the view current in the tubercu- 
losis service that the problem presented by childhood 
tuberculosis is relatively small.” 

Tuberculosis physicians have greater justification than 
this for not paying any greater attention than they do 
(which is not negligible) to this disease in childhood. 


-Every pediatrician will presumably agree that the good 


health and survival of the parents are an important 
factor in the healthy upbringing of children. More widely, 
the health of a community is related to its economic 
stability, and both depend inherently on the health and 
working capacity of young adults. Stocks! has shown 
that in 1945 the number of expected working years lost 
because of deaths from tuberculosis was 565,300, in ecom- 
parison with 354,600 for cancer, and 268,200 for fatal 
accidents. Tuberculosis damages the productive capacity 
ef this country more than any other single disease, 
almost equalling in its ravages the loss of expected 
working life caused by cancer and fatal accidents 
together. The tuberculosis physician, realiging this, and 
having a wider perspective on the disease generally 
than the pediatrician, is justifiably apt to dirett more 
attention toward young adulthood—the bread-winners 
of the nation and the family. 

During the last fifty years in this country, by far the 
steepest decline in mortality has been among children. 
The mortality-rates quoted (from Hart and Wright 2) in 
table 1 show that the decline among young adults, 
especially females, affords least ground for satisfaction. 


TABLE I—MORTALITY IN ENGLAND AND WALES FROM RESPIRA- 
TORY TUBERCULOSIS PER 100,000 LIVING, BY AGE AND SEX 
DURING 

Age (years) and sex 

Years 0-4 5-14 15-24 | 25-34! 35-44) 45-54)! 55-64 


1891-1900 44 | 20 | 37 |141/144/237/192 310/122 164 262 124 
1901-10 


35 | 30 | 15 29 112 111197 245155 


1934 .. | 6] 5| 8| 72) 99) 94, 911107! 60139] 47118 36 
' 
1935 | 6| 7| 4| 8| 64) 90) 851106) 57/126) 42,117) 37 


1936 7| 3| 7 59} 88) 84) 78) 98 41120, 36 
} i 


Dr. Miller observes that in 1945 the tuberculosis mortality- 
rate in the age-group 0-15 years was 25-2 per 100,000 
living. However, for the same year the corresponding 
mortality-rate (civilian plus non-civilian deaths related 
to the estimated total mid-year population) among young 
adults was as follows : 

-rate per 100,000 


Age (years) "e males 
20-24 67 96 
25-29 ole 70 83 


In other words, although tuberculosis killed 25 out of 
every 100,000 children, it was more than three times as 
deadly among the * young parents ” of the population. 
ocks, P. Tubercle, 1949, 30, 
P. da’A., Wright, G. 


rape reulosis and Social Conditions 
in England. London, 1939. 
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To assess the devastation caused by tuberculosis more 
completely, one must compare the number of deaths it 
causes with the number of deaths due to other diseases 
in various age-groups. Miller has done this for children, 
and table m (derived from the Registrar-General’s 
Statistical Review for 1946) shows the number of deaths 
from certain common causes in selected adult sex-age 
groups (civilian plus non-civilian excluding operations of 
war). ‘These are arbitrarily selected to represent what 
might be called ‘‘ young parenthood,”’ ‘‘ middle age,” 
and “retiring age ’’—i.e., 20-25, 40-45, 60-65. The six 
causes listed in table 11 account for 75% of the deaths 
TABLE II—DEATHS IN 1946 AMONG SELECTED AGE-GROUPS 

FROM SIX COMMON CAUSES, EXCLUDING DEATHS DUE TO 

OPERATIONS OF WAR. THE PERCENTAGE OF DEATHS 

WITHIN THE SEX-AGE GROUP DUE TO EACH CAUSE IS SHOWN 

IN PARENTHESES 


Age (years) and sex 


Cause 


of death 20-24 60-64 
(34%) | (33%) | (18%) (12%) (4%) (2% 
| (425%) | (24%) | %) | (29%) | (21%) | 
Heart diseases | | (7%) | | (27%) | 8%) 
| (5%) | (8%) | (10% (5%) | (15%) | (84%) 
(28%) | (5%) (3%) | (98%) | (23%) 
All causes | 5271 25,740 | 19,120 


; | 2645 | 2832 | 6799 


in the age-groups that have been selected. Obviously, 
by causing one-third of the male deaths and half the 
female deaths in the 20-24 age-group, tuberculosis is the 
disease most damaging to the productive capacity of 
the community ; and thus the attention of the tubercu- 
losis physician is rightly focused on this age-group, who 
are also the patients most likely to benefit from modern 
treatment. 

What is the relation between primary infection and 
the development of significant illness from tubercle 
bacilli? The prognosis of primary infections generally, 
at all ages except infancy, is apparently good—most 
people undergo Mantoux conversion uneventfully. 
This is in sharp contrast with phthisis, which kills 
more than half its victims within three years.’ 
Wallgren * believes that the symptoms of primary 
infection occur six weeks or so after actual infection, and 
there follows a three-month period during which the 
malignant generalised forms of the disease may super- 
vene. Then comes the pleurisy period, from about 
three months to seven months after the manifestation 
of primary infection. After this phase there remains 
the risk of skeletal tuberculosis—a hazard which con- 
tinues roughly three years after infection until the 
primary complex has healed. In those persons with 
primary infection in adolescence this stage corresponds 
to the period of post-primary pulmonary tuberculosis. 
Wallgren finds that most cases of phthisis occur during 
the first three years after the manifestation of the 
primary infection, but that cases also develop later with 
rapidly decreasing frequency. 

This view of the relation between primary tuberculosis 
and phthisis is very important, and other evidence that 
phthisis follows in the wake of the primary infection is 

2, 23, 139. 
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to be found in the ever-growing literature on B.c.G. 
There seems to be less and less need to postulate 
reinfection,” and superinfection in the causation 
of phthisis. 

Gaisford © has advocated tuberculin-testing all child- 
ren as the prime measure for solving the problem of 
primary tuberculosis in childhood. Extensive tuber- 
culin testing is certainly most necessary, but the real 
problem is post-primary disease in adults. 

Tuberculosis physicians will readily agree with Dr. 
Miller that the only method of controlling tuberculosis 
in childhood is to prevent infection—hence their pre- 
oceupation with controlling the infective adult. Never- 
theless, their preoccupation with adults does not wholly 
exclude their concern with children, although from a 
slightly different aspect. General practitioners often 
refer children with the vague symptoms due to primary 
infection to the children’s department rather than the 
tuberculosis physician. However, the tuberculosis officer 
is constantly searching for uninfected children among the 
contacts of known cases,‘and so he discovers a substantial 
number of recent primary infections which he will 
probably keep under surveillance for two or three years, 
or perhaps longer, after puberty. At present there are 
approximately 130 such children under surveillance at 
this clinic. Twice since the advent of streptomycin, 
the discovery of the primary infection beforehand has 
helped a general practitioner in this town to diagnose 
tuberculous meningitis early and so bring about a good 
result from chemotherapy. 

The tuberculosis officer is concerned with tuberculin- 
negative children from the preventive aspect. Unfor- 
tunately, lack of B.c.G. hampers our efficiency in dealing 
with this group. In Reading there are about 120 such 
contact children under surveillance, but of course a 
mere handful of these come from the households of 
sputum -positive cases ; such children are usually infected 
before they are discovered. These children are tuberculin- 
tested at regular intervals, and besides disclosing the 
“timing ”’ of primary infection such tests aid in manage- 
ment of the sputum-negative patient in the household. 

A third group of children are referred to the clinic in 
this town from the infant-welfare centre, where a number 
of children under 5 years are undergoing routine tuber- 
culin .tests. All the tuberculin-positive children are 
passed on to the tuberculosis service; usually little 
need be done about the primary infection, but we 
endeavour to find the infective source. 

I do not think that pediatricians and tuberculosis 
physicians differ in their concern for children to the 
extent that Dr. Miller fears. The pediatrician is dealing 
with sick children, and to him tuberculosis always looms 
large in differential diagnosis. The tuberculosis service 
seeks, by epidemiological methods, to prevent tuberculosis 
in children. We have not yet attained that ideal state 
when we can reproach ourselves for the occurrence of a 
primary infection ; the tubercle bacillus finds us all out 
before middle age. 

Reading. W. H. 


MERCAPTAN IN THE BREATH 


Sir,—The article of July 30 by Professor Davidson 
was of particular interest to me. 

In July, 1948, a nurse in the Simpson Memorial 
Maternity Pavilion remarked on the offensive odour of a 
baby who. had just received a simple transfusion for 
hemolytic disease of the newborn without jaundice. It 
was evident that the source of the smell was the baby’s 
breath, which could be described most accurately as 
“like garlic.”” The odour persisted for about twenty- 
four hours after transfusion. Attention was paid to 
several further cases of hemolytic anemia, and, although 


5. Gaisford, W. F. Brit. med. J. 1946, i, 84. 
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the breath was normal before transfusion, garlic could 
be clearly detected in it within a few hours of the blood 
being given. 

It was known that Professor Davidson was interested 
in the peculiar odour of the breath in cases of severe 
liver damage and that he was of the opinion that mer- 
captan might be responsible. The possibility of more 
aceurately determining the substance was discussed, but 
it became evident that such an investigation would be 
most difficult. 

Although we have detected ‘‘ garlic ’ in the breath of 
infants with icterus gravis neonatorum following trans- 
fusion, it was of especial interest to note it strongly 
present in cases without jaundice, which did not, pre- 
sumably, have such severe hepatic disturbance. The 
matter was pursued no further, however, and the odour 
of the breath of patients treated by replacement 
transfusion was not noted. 

It seems that mercaptan—if this indeed is the cause 
of the offensive odour—may appear in the breath of the 
newborn when the signs of liver damage are much less 
gross than in the adult ; but it is difficult to see why it 
should appear after—and not before—transfusion with 
compatible blood. Has this been observed by others in 
hemolytic disease of the newborn, or in babies without 
this condition who have been transfused in the neonatal 
period ? 


Department of Child Life and Health, 
University of Edinburgh. 


J. W. FARQUHAR: 


EXCISION-SUTURE TECHNIQUE IN INFECTIONS 
OF THE HAND 


Sir,—In their article of July 30, Mr. Arden and his 
colleagues describe a technique, based on previous work 
by Loudon and others,’ of incising the affected part, 
mopping out pus, and making a careful search for any 
sloughs. If present, the sloughs are excised completely : 
“This is an essential step in this method.” 

There is no doubt that excision of sloughs is an essential 
aid to the healing of infections which have been present 
long enough to produce necrosis of tissue, and in such 
circumstances the advice given is sound. But Mr. Arden 
and his colleagues do not make sufficiently clear at 
what stage in the progress of a hand infection they 
advise the careful search for sloughs. In my experience 
it is very difficult to judge how much tissue is an actual 
slough and how much tissue is going to recover, when 
exploring an acute infection of the hand even with the 
aid of a tourniquet’s bloodless field. In my experience 
also, the majority of hand infections are seen by the 
surgeon before a slough has formed. I feel that if the 
technique of excision-suture in infections of the hand is 
taken up enthusiastically and indiscriminately—as is 
apt to happen with a new_method—grave results may 
follow, especially since hand infections are often treated 
by house-surgeons of short experience. 

No serious complications followed in the 100 cases 
analysed by Mr. Arden and his colleagues ; but they had 
their cases on chemotherapy, with the infected hand 
immobilised—factors which they themselves admit 
“probably reduced the incidence of serious complica- 
tions.” Exploration of infected hands for sloughs, unless 
meticulously performed, must inevitably break down 
protective barriers and tend to spread infection. Anyone 
who practised surgery before the days of chemo- 
therapy remembers the tragic case (sometimes in a 
colleague) where injudicious incision of a finger resulted 
in disastrous lymphangitis or even septicemia. Attempt- 
ing to hunt for sloughs in a finger which is really the 
seat of lymphangitis, and not a pulp infection—a 


1. Loudon, J. B., Miniero, J. D.,“Scott, J. C. J. Bone Jt Surg. 
1948, 30B, 409. 
2. Kanavel, A. B. Infections of the Hand. London, 1939. 
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distinction not always easily made, as Kanavel ? pointed 
out—may have unpleasant effects even today. 
Following a paper by Mr. T. I. Wilson ® read at a 
recent meeting of the Medico-Chirurgical Society of 
Edinburgh, Mr. W. Quarry Wood presented a series of 
405 cases of infected hand treated conservatively by 
chemotherapy without atiy operative treatment except 
for pricking a residual purulent blister; there was no 
case of necrosis of bone or any other comovlication, and 
all the cases made complete recoveries without any kind 
of disability. These cases were in wurses, and the 
majority were treated from the earliest stages ; but, as 
Dr. Verney pointed out, there were a iarge number of 
advanced and gross infections of the hand among them, 
which had arisen from concealment of the symptoms. 
With such satisfactory results from conservative treat- 
ment, I am not convinced that the drastic procedures 
advocated by Mr. Arden and his fellow workers are to be 
preferred ; I have no doubt at all which method I should 
choose if I were the patient. 
Edinburgh. JAMES A. Ross. 


HEARING-AIDS 

Sir,—I read with interest Mr. Read’s letter in your 
issue of Aug. 13. Discussing the ‘ Medresco’ aid, Mr. 
Read claims that “no training whatever in the use of 
aids has been given.” If this were true the 4000 aids 
issued in this clinic during the past year could have been 
handed out in less than a month. The time represented 
by the remaining eleven months was taken up mainly in 
trying to provide the training which Mr. ‘Read says is 
not taking place. : 

Royal National Throat, Nose, EpitHh WHETNALL 

and Ear Hospital, London. Director of Deafness Aid Clinic. 


SPLENECTOMY AND THE HAMATOLOGIST 


Sir,—Your leading article of Aug. 6 calls attention to 
so many important points that it is the more lamentable 
that there is no reference to the value of spleen puncture. 

In the past, with no easy method of obtaining bone- 
marrow during life, we did the best we could by drawing 
inferences as to the state of the hemopoietic organs from 
the character of the blood-picture ; but now, in any 
obscure anemia, marrow puncture is done, and it is 
indisputable that diagnosis has become more accurate. 
You appear to suggest that, in the investigation of 
splenic disorders, blood and marrow examination are all 
the diagnostic aids at our disposal: this is, of course, 
not so, because spleen puncture is almost as easy and as 
safe as marrow puncture. Admittedly, only in certain 
cases is it essential for diagnosis ; but in these it is often 
the only method of reaching a definite decision. The 
method is by no means new, having been the subject of 
a monograph as long ago as 1936 4; while much more 
recently it has been discussed by Moeschlin.® Indeed, 
I would say that spleen puncture should now be regarded 
as a routine hematological procedure where there is no 
contra-indication. 

In the same article, you appear to agree with me ® in 
deploring the scarcity of hematological physicians ; and 
yet you do not criticise the modification of the M.R.c.P. 
examination, which will no longer demand a knowledge 
of microscopy (p. 254). If those whose ‘“ knowledge of 
general medicine justifies further training as a con- 
sultant ” (p. 252) are not to demonstrate the possession 
of some knowledge of hematology, it is difficult to 
imagine where the hematological physicians of a new 
generation are to come from. Of course, it may be that 
they will have to train themselves, as we of the present 


3. Wilson, T. I. Edinb. med. J. 1949, 56, 49. 

4. Weil, P. E., Isch-Wall, P., Perles, S. La ponction de la rate. 
Paris. 1936. 

5. Moeschlin, 8. Die Milzpunktion. 


Basle. 1947. 
6. Piney, A. Lancet, 1949, i, 1023. 
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generation have had to do. That would, in my opinion, 
be excellent, but I have the gravest doubts whether the 
modern “ planner’? would be prepared to leave that 
amount of freedom in his circumscribed world. 

London, W.1. A, PINEY. 


PARA-AMINOSALICYLIC ACID IN TUBERCULOSIS 


Sir,—In the following case of tuberculous ulceration 
of the tongue and epiglottis, a dramatic result was 
obtained by administration of p-aminosalicylic acid. 

A man of 42 was admitted under my care on Dec. 18, 1947, 
with bilateral tuberculous disease of the lungs. There was a 
small tuberculous ulcer at the tip and a larger uleer on the 
right margin of the tongue ; the epiglottis was free of disease. 
The sputum contained tubercle bacilli. The patient was 
submitted to a general sanatorium régime. Locally the tongue 
was treated with 10% ‘ Promanide’ spray, and the marginal 
ulcer was cauterised by Mr. W. H. Bradbeer. At the end of 
March, 1948, he was discharged to attend to urgent business. 
His weight, which had been 9 st. 12 lb. on admission, was now 
9 st. 13 Ib. 

He was readmitted on Oct. 14, weighing 9 st. 2 lb. His 
general condition had deteriorated. The ulcer at the tip of the 
tongue had healed but the marginal ulcer was larger and was 
intensely painful; the epiglottis was now ulcerated and 
swallowing was extremely difficult. 

On Nov. 5 he began to take by mouth the sodium salt of 
p-aminosalicylic acid in a mixture containing to each 3 g. 
of the drug 1 drachm of syr. aurantii and water to '/, oz. 
The patient received five doses of 3 g. between 6 a.m. and 
6 P.M., with a single dose of 6 g. at 9 p.m. Locally, 
the ulcers were sprayed twice daily with a 10% solution 
of the drug. 

Within three days the pain subsided and appetite returned. 
The ulcers steadily decreased in size. By the beginning of 
April, 1949, the tongue had healed firmly and the ulcer of the 
epiglottis appeared to be quiescent. Clinically and radio- 
logically the pulmonary lesions were unchanged. The sputum, 
which had been negative for tubercle bacilli on Dec. 13, 
1948, was positive on Feb. 14 and again negative on April 27. 
The patient was discharged on May 5, weighing 9 st. 13 lb. 


In my experience p-aminosalicylic acid, prescribed 
in the way described here, gives rise to very few trouble- 
some symptoms; nausea and diarrhea have always 
been transient and have subsided promptly when the 
medicine was discontinued for 48 hours. In my opinion 
the preparation may be safely administered in the home, 
and I suggest that early cases awaiting admission to a 
sanatorium should receive a course of it while having 
bed rest at home. 

Torquay. 


PREVENTION OF BURNS AND SCALDS 


Sir,—-In your issue of July 30 Dr. and Mrs. Colebrook 
discussed prevention of burns and scalds in the home. 
They did not mention one very dangerous practice—i.e., 
the use of inflammable materials for ‘‘ home work” on 
partly finished factory articles such as rubber and crépe 
soled footwear. One young woman in my experience 
lost her life from the accidental ‘‘ spillage ’ of a solution 
supplied to her husband for ‘“‘ home work,” and now a 
greater disaster has occurred in Bristol from the spilling 
of a solution for fixing heels to shoes.! 

It should be possible—and it certainly seems desirable 
—to forbid the use of rubber solution in “‘ home work.” 
Unfortunately it is always a temptation for those on a 
low rate of pay to take up easy “ home work ”’ such as 
the finishing of rubber shoes, to help out their earnings. 
It is not realised how high a risk attaches to the process. 
It may be all right in a properly designed and equipped 
factory where all the workers are properly trained, but 
should be prohibited in the home, 

Epping, Essex. 


1. Evening Standard, Aug. 25, p. 1. 


GEORGE T. ALLERTON. 


FRANK MARSH. 
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THYROID SURGERY 

Srr,—In the absence of Mr. Piercy, who is in Canada, 
I should like to acknowledge on his behalf as well as 
my own, Dr. Friedmann’s kind reference in your issue 
of Aug. 20 to our recent article (July 23). May I assure 
him that we are not ignorant of the existence of ‘‘ pseudo- 
tuberculous ” or ‘‘ giant-cell ”’ thyroiditis, or of the fact 
that in the past it must have often been mistaken for 
tuberculosis of the thyroid? As a matter of fact, it 
was only the realisation of the already unconscionable 
length of our article which prevented us at the last 
moment from making a brief reference to the condition 
and thus forestalling the criticism which we were certain 
would otherwise be forthcoming. The sections .were 
examined and reported on by pathologists with great 
experience in thyroid histology. 

London, W.1. 


WHY NOT GENERAL PRACTICE ? 


Sir,—Our hearts are uplifted by your leading article 
last week with its vision of what might be, only to be 
east into despair by the realisation of reality. In fact, 
the shape of things is being determined by a school of 
consultant thought which is imbued with the idea of 
segregating all ‘‘cases’’ (not sick people) into their 
specialised pigeon-holes, and appointing teams of experts 
to cope with each resultant fraction. 

In this scheme the general practitioner has no place 
except as a preliminary sorting clerk. Specialisation 
has developed to the point where the gynecologists are 
not prepared to allow a general surgeon to remove an 
ovary. (The South-West Metropolitan regional hospital 
board is giving effect to this by concentrating all gynzco- 
logical cases into one hospital.) 

In blunter English, they want wardsful of wombless 
women, with no subject of conversation but their mutual 
sterility. The psychiatrists, of course, will soon point 
out the danger of this, and the logical conclusion will be 
reached when trigonometry teachers with traumatised 
tibie all go to Tooting, where they can talk about 
tangents. This process is well known in the industrial 
world, where it is called ‘‘ breaking down the job,” and 
is the fundamental basis of mass production. ~ A proto- 
type car may be the perfection of thoughtful design, but 
the individual product often has irritating defects because 
parts were fixed by people with no responsibility for the 
whole. 

Is this to happen to medicine ? The only people with 
a whole view are the general physician and the general 
practitioner. The first is nearly extinct ; the second is 
being gradually throttled. We suffer from the type of 
specialist who thinks himself omniscient, and to whom 
the mighty are very ready to listen. He sees all the 
G.P.’3 mistakes but none of his good work, so has an 
unbalanced idea of his value. The G.P. himself is in a 
far better position to get a balanced view of the work 
of the specialist and is not naive enough to imagine that 
the specialist never makes mistakes. These Olympians, 
in fact, are not infallible ; they too are human. 

But this degradation of the G.P. is no remote danger. 
It is in progress. In my town we have one of the finest 
G.P. hospitals in the country. It has a visiting consultant 
staff from London teaching hospitals, who nevertheless 
like working with us. Our consultative outpatient 
department is of inestimable value, both to our patients 
and to us as doctors. Our wards are happy, because 
our patients are neighbours who have many subjects of 
mutual interest. 

All this, built up over many years, is to end. 


J. W. LINNELL. 


It is to 


end, not because of the ignorance of some non-professional 
committee, but because the medical advisory committee 
to the regional hospital board (who should be hanging 
their heads in shame) is imbued with this conception of 
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clinical concentration camps. The local doctors are to 
be swept out ; the consultant staff can go. The hospital 
is to be used for selected specialties and staffed by expert 
teams. Local people may be admitted if they fit the 
right pigeon-hole ; otherwise, the conveyor belt will take 
them to another part of the county, where their par- 
ticular disease is dealt with. Presumably the woman 
with fibroids who also has a hernia and a running ear 
will suffer the fate of Caesar’s Gaul. 

May I appeal to those who are pushing these ideas to 
pause a moment and ask themselves if they really pay 
more than lip service to the conception of the family 
doctor? Because we must know, now, where we stand. 
We want your vision of the future, Sir, translated into 
action. 


Ashtead, Surrey. W. Epwarpbs. 


ANXIETY NEUROSIS 


Sir,—I have read with interest the two illustrative 
articles on anxiety neurosis appearing in your issues of 
Aug. 13 and 20. lam convinced from my own experience 
of the reactions of various doctors to this type of disorder 
that one of the greatest obstacles to the treatment and 
cure of neurotic illness lies in the difficulty many doctors 
have in accepting the validity or the reality of these 
disturbances, and all the misery they produce. They 
wish to deny the existence of anxiety of an intensity 
or duration beyond that encompassed by their own 
experience, and they fail to understand. that feelings 
so engendered may be strong enough to overcome a 
level of social responsibility comparable with their own. 
Even when foreed, by overt changes in the behaviour of 
the patient, to admit that something is wrong, most of 
them regard it as a sort of moral lapse to be covered up, 
or shooed away by reassurance or by a fatherly homily 
on ‘‘ pulling up one’s socks.’”’ Owing to his excessive 
guilt the patient is only too ready to reinforce a moralistic 
attitude, and he makes further attempts at repression, 
which may be superficially successful but which really 
intensify conflicts and symptoms. Some will then 
develop irrational or antisocial behaviour, which excites 
in the baffled doctor a desire to chastise. This may well 
be a factor in the present disproportionate popularity of 
electroconvulsive therapy and such mutilating operations 
as leucotomy—not to mention the general corrective 
attitude towards patients in mental hospitals. 

It seems that these reactions in the doctor result from 
his unawareness or misunderstanding of the nature of the 
mental state in a neurotic or psychoneurotic illness ; 
or from his fear of feeling helpless if he once admits 
that the patient does have such difficulties, and that 
these can, in fact, interfere greatly with his personal 
happiness and to a lesser extent with his social conduct 
and usefulness. Patients are testifying to facts, and 
the widespread incidence of emotional difficulties in the 
community at large bears them out. To deny these 
facts is unscientific. Doctors must accept them if they 
are to have a better understanding of the causation, 
treatment, and prevention of mental illness. 

Both writers of the ‘ Disabilities’ articles made it 
quite clear that an anxiety neurosis is an illness affecting 
the emotions, and not primarily interfering with either 
the intelligence or the social responsibility of the patient. 
About 90% of the disturbance consists in subjective 
emotional phenomena of an extremely unpleasant nature, 
which are not manifest to the casual observer, or are 
apparent only in the guise of “‘ peculiarities’ such as 
unsociability, bad temper, indecisiveness, or obsessional 
traits. Thus if a major breakdown is to be avoided, it is 
essential that the doctor should listen to, believe, and 
take seriously what the patient says. 

In an attempt to explain to some of my colleagues the 
subjective clinical picture of my own anxiety state, I 
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wrote down the following observations, which may be 
worth repeating in support of the evidence in the 
articles. The subjective symptomatology could be 
defined as the changes in the ‘‘ general view of life,” 
which rose and fell, with variable frequency and velocity, 
but with invariable continuity and order, within the 
following span: (1),ecstasy; (2) enthusiasm; (3) 
pleasure ; (4) tolerability ; (5) intermittent uneasiness ; 
(6) frank low-grade anxiety; (7) spasms of severe 
anxiety with fear or guilt ; (8) established anxiety with 
periods of panic; (9) “intolerable”? or ‘“ hopeless ” 
anguish ; (10) fatalistie unreality with compulsions. 
Each of thesé stages had its accompanying physical, 
intellectual, and emotional aspects, which I will not 
describe here ; but the well-defined directional pattern 
indicated the organisation underlying a genuine patho- 
logical entity, and this gave the lie to the ‘ black 
magic ’’ explanation which I, and others of my acquain- 
tance, had been wont to accept regarding neurotic 
symptoms. 

There was nothing, at least in the first seven or eight 
stages, fundamentally different from the experiences of 
many people under various external stresses and strains. 
The unusual features were the duration and severity of 
the disturbance (stages 7, 8, and 9 being predominant for 
hours or days at a time, and hardly twenty-four hours’ 
consecutive “tolerability ’’ being experienced over a 
period of many months) ; ; and the absence of any 
rational explanation, in the material circumstances, for 
the panic reactions. Psycho-analysis previded the 
rational explanation by linking up the buried conflicts 
of the past with the panics of the present ;* an@ when 
emotional as well as intellectual fusion of these is 
attained, the panics do not have to be conquered—they 
dissolve. 
A FELLOW-SUFFERER. 


CHRONIC AND UNEXPLAINED @©DEMA 


Sir,—With reference to the article by Dr. Whitfield 
and Professor Arnott in your issue of Aug. 6, I should 
like to suggest an additional method of treatment for 
chronic cedema, which has proved, in my experience, 
more satisfactory than any of those mentioned. 

It consists in the use of radiant heat applied to the 
legs for about half an hour, followed by careful massage 
and some exercises against resistance. This should be 
followed by bandaging the patient’s legs and allowing 
him to walk about freely. 

London, W.1. P. 8S. FLEISCHMANN. 


MIGRAINE 


Sir,—Dr. Hay’s letter of Aug» 20 draws attention to 
the fact that—contrary to the opinion of many— 
migraine is not entirely resistant to therapy. 

Vasoconstrictors and anti-histamine drugs when given 
early enough will prevent the onset of attacks in some 
cases; but they do nothing to alter the pathological 
condition which is the cause of the disease. For the 
patient it is the perpetual fear of headache that is so 
depressing, since no future arrangement is ever safe 
from interference. 

Migrainous attacks can be divided broadly into two 
classes: (1) those with an underlying endocrine dys- 
function (typified by the ‘“‘ menstrual migraine” of 
women, but present in men too) ; and (2) those associated 
with histamine sensitivity, which by some unknown 
mechanism appears to result in hemicranial arteria] 
dilatation. 

It is true that some cases resist all forms of therapy. 
But the success of treatment with anterior-pituitary-like 
hormones in cases of endocrine migraine,’ or with hista- 


1. Moffat, W. M. Ass. 1937, 108, 612. 
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mine or neostigmine desensitisation in those giving a 
_ positive intradermal test,? is encouraging often enough 
to warrant universal trial in place of the routine “ aspirin 
and bed.”’ This type of therapy is directed to eradicating 
the attacks, or at least reducing their number and 
severity, rather than to aborting a headache when it 
arrives. 


London, W.1. 


A LIGHTWEIGHT RESPIRATOR 


Sir,—-The account of the Monaghan respirator given 
in your issue of Aug. 13 (p. 308) did not describe its 
mechanism. It acts on the principle of alternating 
negative and normal pressures within the dome of the 
cuirass, through which movement of the abdominal 
wall and anterior part of the chest effects descent and 
relaxation of the diaphragm and some expansion of the 
chest. It is therefore merely a limited application of the 
principle which operates in the Drinker respirator. 
There are six sizes of cuirass. I recently saw and tried the 
machine in the U.S.A. and feel that it has a value in 
cases which require some assistance but not complete 
dependence upon a respirator. 


Western Hospital, W. Howtett KELLEHER 
London, 8.W.6. Physician-Superintendent. 


PROS AND CONS 


Srr,——Professor Alstead’s statement, in discussing the 
membership examination last week, that ‘ nobody 
willingly submits to the depravity of acting as an 
examiner save from a sense of duty or out of regard for 
the financial reward,’ must not be allowed to go 
unchallenged. 

It has been my privilege and pleasure to examine for 
one of the specialist diplomas, and my term of office 
was not only enjoyable but also instructive. Meeting 
one’s colleagues, and learning from them and the candi- 
dates, has been a stimulating experience which has done 
much to remove my sense of isolation as a provincial 
teacher. I hope examining boards, when appointing 
their examiners, will keep this aspect in mind and 
recognise the value of an examinership to younger 
provincial teachers. 


NEVIL LEYTON. 


Ex-EXAMINER. 


OSTRACISM OF THE TUBERCULOUS 


Str,—I am grateful to Dr. Foster-Carter (July 30) for 
his generous support of my plea for the tuberculous 
(July 16). 

The evil is not confined to the British Isles. I have 
personal knowledge of a family of healthy people who 
were emigrating to the U.S.A. to join relations long 
resident in that. country. No symptoms or signs of 
disease were present in any member of this household ; 
but because an obsolete, calcified lesion was discovered 
in the wife’s chest her visa was cancelled, the family’s 
plans ruined, and a stigma placed upon them that they 
may never outlive. 

A naval pensioner for tuberculosis was discharged 
from the Service with his disease quiescent, and obtained 
work as a clerk with a gas undertaking. Whilst so 
employed he unfortunately developed signs of reactiva- 
tion and was admitted to a sanatorium, from which he 
was ultimately discharged with a selective artificial 
pneumothorax and with his disease quiescent. He was 
now fit to return to work; but a deputation of his 
fellow workers told the manager that if he came back 
they would leave, as they had no intention of taking 
tuberculosis back to their families. The manager, in 
spite of medical reassurances, timorously gave in and 
referred the matter to London. There the matter rests. 
The patient is left in agony of mind, fearful that without 
Leyton, N. Med. Pr. 1944, 


2. J. Lab. clin. Med. 1942, 27, 1546. 
Halasy, M. Brit. Med. J. 1949, i, 1121. 
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cause and by the influence of ignorance, prejudice, and 
uncharitableness his livelihood may be taken from him. 

Sir, these problems are now a national concern, and 
they ought to be dealt with at national level. Tuber- 
culosis is a scourge of no less magnitude than syphilis, 
gonorrhea, and diphtheria ; and it is difficult to under- 
stand why, when the menace of venereal disease is 
shouted from every hoarding and newspaper by the 
Ministry of Health, the quiet facts of tuberculosis and 
the truth about its infectivity and means of spread are 
not similarly advertised. Tubercle is indeed a disease 
that walketh in darkness ; and it will continue to do so, 
despite the efforts of workers in this specialty, until a 
blaze of light is thrown upon it. 

Finally, may I reply to the adverse criticism of Dr. 
Snell (Aug. 6)? My suggestion that “active cases of 
pulmonary tuberculosis can be nursed in general wards 
. . . Without the smallest danger ”’ plainly states a fact ; 
and the need for precautions is so obvious as not to 
require mention. There are unavoidable hazards in all 
walks of life, and that of tuberculous infection is one 
which the nursing and medical professions naturally 
take. The relatively higher incidence in these groups is 
doubtless due partly to the absence of routine precautions 
in general hospitals. In two such hospitals with which 
I am associated no Mantoux testing at all was done 
until it had been repeatedly insisted on; but that 
omission did not prevent complaints being made when 
Mantoux-negative probationers developed primary com- 
plexes. General hospitals are casual not through 
ignorance but by reason of their firm conviction that 
pulmonary tuberculosis is no business of theirs and that 
it should never sully their wards. 

No-one, except possibly the general hospitals, will 
quarrel with Dr. Toussaint’s pertinent remarks in your 
issue of Aug. 13. Those of us who are less fortunate 
than he will continue to hope that one day other 
general hospitals will accept their share of responsibility. 


Chest Clinic, Folkestone. B. G. EDELSTON. 
HOSPITAL DISCIPLINE 

Sir,—Miss McManus said not long ago: “ Discipline 
is necessary in all walks of life, Services, business, and 
the home. It instils into the minds of student nurses 
the need for complete accuracy and reliability, for even 
young nurses carry life and death in their hands.” 

But discipline in hospital is not related to that in the 
home, business, industry, or other professions. Signi- 
ficantly, I think, hospital discipline and etiquette is 
a mongrel—half military, half conventual. And this 
stuff about discipline strengthening the hands that 
“carry life and death’ needs looking into. Doctors, 
too, have a hand in carrying life and death. So do 
bus-drivers, passenger-train drivers, and traffic police- 
men. But does the bus-conductor deferentially place 
his hands behind his back and escort the driver to and 
from the bus, opening the door and standing respectfully 
till the driver is seated? Does the university lecturer 
interest himself if his medical students refuse porridge ? 
Does the medical superintendent decide whether the 
doctors may wear whiskers, moustache, coloured socks, 
or the wrong studs ? I remember a nurse being told at 
the dinner-table on pay-day : ‘“‘ Now you can go out and 
buy studs the same as those the other nurses have.” 

I was at a training-school which, to use a vulgar 
phrase, “‘ thought itself the whole cheese.”” Discipline 
was inflexible. We were required to account for our 
lateness if half a minute overdue ; we were not allowed 
to appear without cuffs, cap, and full regalia in the 
sitting-room ; to be seen smoking—even off duty in 
town or café or cinema—rendered us liable to instant 
dismissal ; senior nurses ignored junior nurses when 


passing in corridors—it was all in fact like an Arthur 
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Marshall parody of a girls’ school. Nurses were terrified 
of the sisters and staff nurses. Now how reliable were 
they as nurses ? 

Regardless of the number of patients, work had to 
be finished at the time expected by the sister of the 
ward; and miraculously, it always seemed to be done 
in time. I was perplexed, and wondered why I alone 
could not wash sixteen children in twenty minutes. 
A “smart guy ”’ nurse came to help me, and this is how 
she did it. A basin—one basin—was brought into the 
ward and set on the enamel table. Then she went round 
the sixteen children and collected ‘‘ face-cloths.’”’ (These 
were strips of old blanket curiously transformed into 
something like a strip of cold porridge or tripe.) All face- 
cloths were put together into the basin, then wrung 
out and flung to each child. Delighting in this catch-ball 
game, the children jumped and caught the cloths, gave 
their faces a ‘‘ dicht ’’ as we say in Scotland, then stuffed 
the porridgy bits of blanket into their lockers. The job 
was done in the appointed time—before sister returned 
from tea. I assure you that nowhere is white paint and 
glass more tenderly nursed than in that hospital. 

I will not multiply instances. I think nursing is a 
very adult job, and it is incongruous and unrewarding 
to model our training on either the nineteenth-century 
Army or a girls’ prep-school. I know nurses are little 
more than schoolgirls when they start, but need we do 
our best to keep them still schoolgirls at sixty ? 

RACHAEL. 


THE SEVEN SINS OF MEDICINE 


Sir,—I hope someone has told the students who 
listened to Dr. Asher, whose address you published 
last week, that: (1) cerebral tumours are not common, 
but are not rare either ; (2) some of them are curable ; 
(3) if therefore you dismiss every case of headache and 
vomiting with the word ‘‘ migraine,” from time to time 
you will contribute to a horrible and unnecessary death ; 
(4) migraine, despite Dr. Asher’s implication to the 
contrary, is sometimes a symptom of a cerebral tumour ; 
(5) even patients with rare diseases need diagnosis and 
advice ; and (6) if you' have any love of knowledge, 
you are bound to be both a lover of common things and 


A LOVER OF THE RARE. 


ELECTRICAL ANAZSTHESIA 


Sir,—As an electrical engineer interested in the 
physiological effects of electric currents introduced into 
the body, I particularly noticed the annotation on this 
subject in your issue of Aug. 6. 

With regard to Leduc’s work in 1902, I should like 
to draw attention to relevant contemporary investiga- 
tions. Kouwenhoven ! reports that neither he nor other 
investigators have succeeded in reproducing Leduc’s 
results; while Hertz? has found that anesthesia was 
achieved in neither animals nor man. The patient 
would be rendered unconscious and breathing would 
cease unless the shock was carefully controlled. 

Concerning the electrical stunning mentioned in the 
annotation, its principal use in abattoirs in this country 
is for the slaughtering of hogs ; the consequent increase 
in blood-pressure is greater, and thus gives better 
bleeding, than with other methods. 

In this connexion the term “ narcosis ’’ is preferable 
to ** anwsthesia *’ as the unconsciousness rarely lasts for 
more than a few minutes after the shock, and in practice 
the current cannot be passed continuously through the 
brain. Moreover, unless the current is carefully restricted 
to a low value, convulsions are likely to occur. 

Bradford, wt T. J. WYNN. 


1. Kouwenhoven, W.B. J. Amer. Inst. elect. Engrs, 1949, 68, 199. 
2. Hertz, J. Rev. Path. comp. 1933, 33, 385. 
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i Obituary y 


HIBBERT ALAN STEPHEN NEWTON * 
KT., M.S. MELB, F.R.C.S., F.R.A.C.S. 

Sir Alan Newton, a former president of the Royal 
Australasian College ef Surgeons, who died on Aug. 4, 
was one of the acknowledged leaders of surgery. in 
Australia. 

Hibbert Alan Stephen Newton was born in Melbourne 
in 1887, the son of Hibbert H. Newton, Clerk of Parlia- 
ments, Victoria, and he was educated at Haileybury 
College, Melbourne, and the University of Melbourne, 
where he graduated M.B. in 1909, obtaining first place in 
the final honours lists and the Beaney scholarship in 
surgery. After holding posts at the Melbourne Hospital 
as resident medical officer and as registrar he was 
appointed an honorary surgical clinical assistant in 1912. 
In the same year he obtained the m.s. of the University 
of Melbourne. Before his 
appointment the following year 
as surgeon to outpatients at 
the Melbourne hospital he spent 
several months in London 
working under Sir Victor Hors- 
ley at University College Hos- 
pital and at Queen Square. 

During the 1914-18 war, 
with the rank of captain and 
later of major in the A.A.M.C., 
he served for a time in a 
casualty-clearing station in 
France, and in 1919 he was 
attached to the 3rd Australian 
auxiliary hospital at Dartford ; 
it was while holding this 
appointment that he obtained 
the fellowship of the English 
college. 

After his return to Australia he resumed his appoint- 
ment as surgeon to outpatients at the Melbourne Hospital, 
and in 1927 he was appointed surgeon to inpatients and 
lecturer in clinical surgery. 

Although he had one of the busiest surgical practices 
in Melbourne, Newton had many other interests. He was 
associated with the early formation of the Melbourne 
Permanent Postgraduate Committee, and he was one 
of the prime movers in the foundation of the Royal 
Australasian College of Surgeons. Its development owes 
much to his influence, and he held the offices of censor- 
in-chief, vice-president, and from 1942 to 1945 of presi- 
dent. He was also a member of the councils of Trinity 
College and the University of Melbourne, the board of the 
Walter and Eliza Hall Institute of Medical Research, 
the medical board of Victoria, and the council of the 
Victorian centre of the St. John Ambulance Association. 
He was an honorary fellow of the American College of 
Surgeons and a fellow of the British Association of 
Surgeons. In 1936 he was appointed knight bachelor. 

During the late war, with characteristic vigour, he did 
not spare himself despite his failing health. From 1939 
to 1945 he was a member of the Central Medical Coérdina- 
tion Committee and for three years he was deputy chair- 
man. He was appointed consulting surgeon to Army 
Headquarters in Melbourne, and from 1940 to 1945 he 
held the, highly important post of chairman of the 
Medical Equipment Control Committee. In 1942 he was 
as quick to realise the vital necessity of getting all the 
quinine possible out of Java, as he was later to appreciate 
the need to speed the manufacture of other essential 
drugs such as sulphaguanidine. 

In his later years, Newton’s health did not permit him 
to continue his practice, but in 1947 he was appointed 
Stewart lecturer in surgery at Melbourne, and here he 
carried on with determination but at last succumbed 
to an illness which had almost carried him off a year earlier. 

An Australian correspondent adds : ‘* A general surgeon 
of great merit, Newton was particularly interested in the 
surgery of the thyroid. He was devoted to teaching and 
in this he excelled. His students, who held him in great 
affection, flocked to his ward-rounds and lectures. A 
man of outstanding personality, he had a tall and 
imposing presence and a grand manner. He had a great 
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influence on the development of surgery in Australia, 
particularly in Melbourne, and so long as there is a Royal 
Australasian College of Surgeons there is likely to be a 
speciAl shrine for Newton.” 

In this country Newton had also many friends, and 
his British colleagues Sir Gordon Gordon-Taylor and 
Prof. C. Lambert Rogers write: The death of Alan 
Newton has robbed the southern hemisphere of its 
dominant surgical figure. From the first he seemed to 
have been created in the heroic mould : fortunate in his 
parentage and forbears and in his educational back- 
ground, he was destined to take the leading place, 
assured and unquestioned, in whatever profession he 
chose. His particular vintage year of medical under- 
graduates at Melbourne University was brilliant, yet in 
this galaxy of able youing men Alan Newton secured each 
session the premier place with ever-recurring, almost 
mathematical certainty. 

A visit to England in his early postgraduate period 
brought him into close contact with such stimulating 
personalities as Victor Horsley and Arthur Hurst. The 
atmosphere of Horsley’s experimental neurosurgical 
laboratory remained an unfading influence with him, and 
in the early years after the first world war he continued 
in Osborne’s physiology department in Melbourne the 
work he had begun in University College, London. The 
catholicity of his surgical interests, however, may be 
gauged from his writings, and although his name is 
perhaps pre-eminently associated with thyroid surgery, 
his communications to the medical press—he was most 
loyal to the Medical Journal of Australia—embraced 
almost every aspect of surgical work. In the treatment 
of the mundane hernia his operation was based on the 
method first described by his.fellow citizen and former 
teacher, Hamilton Russell: he could deal with a gastro- 
jejunal ulcer with the consummate artistry of Moynihan 
or Bland-Sutton ; his successful end-to-end suture of a 
pancreas ruptured by a playful pony’s hoof rightly 
belongs to the annals of abdominal surgery ; as a good 
anatomist, who had also been a lecturer on surgical 
anatomy in Melbourne University, he displayed a 
preference, where possible, for the incision along the 
outer border of the erector spine for the exposure of the 
kidney rather than the carnivorous Morris incision which 
bisects the unfortunate patient. His paper on gunshot 
wounds of the cranium, in the British Journal of Surgery 
in 1919, doubtless bore the impress of Harvey Cushing 
as well as Horsley, for he had made contact with the 
great American neurosurgeon in the Ypres salient in 
1917. In all Alan did his gentle, precise, bloodless, yet 
rapid technique revealed him to be one of those natural 
surgeons whom the tissues obeyed. 

Nature had endowed him with the gift of stature and 
he commanded notice in the crowd and in the councils 
and assemblies of men. None who have attained the 
dignity of the woolsack of the Royal Australasian 
College of Surgeons can have.worn its presidential robe 
more correctly or fittingly or conducted meetings with 
more decorum ; and yet we wonder whether he may not 
have achieved more in his efforts to promote the prestige 
and influence of the college which he had so much at 
heart during the many years when he was censor-in-chief 
and the power behind the surgical throne. He possessed 
all those qualities which make for leadership, but he was 
more than a leader, he was a statesman indeed. 

It has sometimes been said that orators are not often 
successful statesmen, but Alan Newton’s sagacious sur- 
gical statesmanship was beyond all cavil. His able 
chairmanship, his marvellous vision and rapid decision 
in connexion with the Medical Equipment Control 
Committee made him one qui de re publica optime 
meritus est. Those who have listened to his oratory will 
remember his addresses for all time, for the mastery of 
phrase, the wondrous imagery of words, the impeccable 
English, and the sentences that flowed with almost 
contemptuous ease, commanding attention and sweeping 
away opposition like a river in spate, placed him in a 
class to which Moynihan or Paget belong. 

“He does not die who can bequeath 
Some influence to the land he knows.” 

Sir Alan Newton married in 1919 Miss Mary Cicely 
Wicksteed of Headingly, Yorkshire, who survives him 
with a son and a daughter. 


THOMAS CRISP ENGLISH 
K.C.M.G., M.B. LOND., F.R.C.S. 


Sir Crisp English, consulting surgeon to St. George’s 
Hospital, died at his Norfolk home on Aug. 25, at the 
age of 71. We owe the following memoirs to former 


colleagues : 
* * 


When I first joined St. George’s Hospital as a first- 
year student, Crisp English had just finished his resident 
appointments and soon afterwards, in 1903, passed the 
final F.R.C.s. examination while still under 25. When 
T entered the wards he had just been appointed assistant 
surgeon at the early age of 26, and he soon made his 
mark as a forceful teacher and 
a brilliant, speedy, and accurate 
operator. He was, at that time, 
always willing to take risks 
and to embark on new and 
difficult procedures. As far 
as I am aware he was the first 
surgeon at St. George’s to 
perform  gastrectomies—in 
those days for malignant dis- 
eases only—and to remove 
the gasserian ganglion for tri- 
geminal neuralgia. I was his 
house-surgeon when he was 
senior assistant surgeon and I 
owe much to him for the help 
and advice that he gave me 
then and later. He was always 
ready to help his juniors by 
advice, by actual assistance 
at operations, and more valuable still by allowing them 
the use of his beds for their cases. 


During the 1914-18 war English, after a short period 
of service in France, was transferred to Salonika, where 
he served with distinction as consulting surgeon. While 
in France he did much to emphasise the fact—first 
advocated and applied by Owen Richards—that the 
only rational treatment for abdominal wounds was by 
early operation. After the war his private practice 
became so large and burdensome that he contented 
himself in his hospital work with the meticulously careful 
and accurate performance of relatively minor surgical 
procedures and tended more and more to avoid major 
interferences likely to be fraught with difficulty or danger. 
Though continuing to teach he left a considerable amount 
of his routine work to his juniors. Outside his profession 
English had few interests and apart from a little golf 
in his younger days he had no inclination towards outdoor 
recreations. He was, however, a past master of the 
Goldsmiths Company and took a great interest in the 
work of that body over a long period. During the past 
few years he had been in failing health and this failure 
was accentuated by the death of his wife, to whom he 
was devoted, some three years ago. C.F. 


My first meeting with Sir Crisp remains vividly in 
my mind. He had come to a west country town for a 
consultation and after it was over I had been deputed 
to show him the way back to the railway station for his 
return journey. He was wearing, I particularly remember, 
though. it is nearly thirty years ago, a long black over- 
coat with an astrakhan collar, and with his springy 
step, charming manner, and distinguished appearance 
entirely fulfilled the picture which my youthful imagina- 
tion had conceived of a London consulting surgeon. 
Later as dresser and house-surgeon I was to know 
him better and like many others in this position to receive 
many kindnesses from him, but he was never a man to 
open his heart to more than a very few outside his own 
intimate family circle. Inseparable in his home life 
from his wife and daughter, to whom he was devoted, 
his work was his hobby, though he became a keen 
gardener and it gave him great pleasure that he was able 
to cultivate a pink rose of much beauty which was called 
the ‘‘ Lady English ”’ rose. 

Gifted with an exquisite pair of hands, his movements 
when operating, in their precision and neatness, were a 
joy to behold and an education to the young surgeon. 


(Russell 
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One can but speculate what fields he might not have 
conquered had he maintained the wide range of surgery 
he practised in his early days and not narrowed his 
interest in the main to the right lower quadrant of the 
abdomen. Knighted but a short time after his 39th 
birthday he came to have perhaps more national figures 
among his patients than any other surgeon of his genera- 
tion. It was characteristic that he never talked about 
his distinguished patients or mentioned their names in 
general conversation, and this natural reticence perhaps 
explains why it is not more generally known that he 
probably saved the life of Mr. Winston Churchill at the 
time of the famous Dundee election in 1922. Appendicitis 
was the diagnosis, and counsels which might have 
prevailed advised postponing the operation until the 
morning. Sir Crisp insisted on operating immediately 
and late that night he removed a gangrenous appendix 
and inserted a tube. The patient, fractious at his 
incarceration, travelled to the North a few days later 
and with his drain still in situ fought and lost the election 
from a wheel-chair. The great statesman has put it on 
record that he returned without a seat, without prospects, 
and without his appendix. 
Vv. H.R. 


The son of Dr. Thomas Johnston English, Thomas Crisp 
English was educated at Westminster School and St. George’s 
Hospital, where he held the William Brown scholarship. 
After qualifying in 1900 he was in the same year awarded 
the Murchison scholarship of the Royal College of Physicians 
and two years later the Jacksonian prize of the Royal College 
of Surgeons. In 1903 he obtained the F.Rr.c.s., and in 1904 
his m.B. Lond. Besides his appointment at St. George’s he 
was on the staffs of the Queen Alexandra Military Hospital, 
Millbank, the Hospital of St. John*and St. Elizabeth, King 
Edward VII's Hospital for Officers, the National Orthopedic 
Hospital, and the Grosvenor Hospital for Women. An earlier 
appointment was that of medical officer in charge of troops 
at the Tower of London. During the 1914-18 war he served 
as operating surgeon in France, and later, as consulting 
surgeon to our Forces in Salonika and in Italy. He was 
mentioned four times in despatches. From 1918 to 1919 he 
was a member of a War Office medical board. For these war 
services he was appointed c.m.c. in 1917 and promoted 
K.c.M.G. the following year. He was also a knight-commander 
of the order of George I of Greece, and a member of the order 
of St. Sava of Serbia. A Knight of Grace of St. John of 
Jerusalem, he was a member of the chapter-general of 
the order. After his retirement he published Patients and 
Appendicitis in 1946 and Diseases of the Breast in 1947. Sir 
Crisp English married Miss Annie M’Leod, in 1905. She 
died in 1946 and they are survived by their only daughter. 


WILLIAM TURNER WARWICK 
M.A., M.B. CAMB., F.R.C.S. 


Mr. W. Turner Warwick, senior surgeon to the 
Middlesex Hospital, died in the hospital on Aug. 21, 
at the age of 61. 

He started his medical studies in the medical school 
there in 1911 when he was an entrance scholar. At 
Cambridge he had already obtained an honours degree 
in mathematics, and a half-blue for athletics. His 
medical-school career was distinguished and rapid, 
and on qualifying in 1915 he was awarded the Broderip 
scholarship. After a number of house-appointments he 
joined the R.A.M.C., serving in France. After the war, 
he was resident surgical officer at Leeds, where he came 
under the influence of Moynihan, and at St. Mark’s 
Hospital, which started his life-long special interest in 
rectal diseases. In 1920 he took the F.R.c.s., and two 
years later he was appointed surgical pathological 
registrar at Middlesex, an appointment which profoundly 
influenced his medical outlook. In the Bland-Sutton 
Institute of Pathology he worked under the director— 
the late James McIntosh—and in close association with 
such colleagues as Dodds, S. L. Baker, Lionel Whitby, 
and Scarff. In 1923 he was appointed as a general 
surgeon to the honorary staff of the hospital, a few years 
later taking on in addition the department of proctology. 

At the outbreak of war in 1939 part of his work was 
transferred with the Middlesex sector to Northwood 
Hospital. Owing to the simultaneous transfer of part of 


the radiotherapeutic activities to the same hospital, 


his opinion began ts be sought by his radiological 
colleagues on a wide variety of surgical problems con- 
nected with cancer. And at the time of his death he had 
built up a big reputation in this field. It was because 
of the same interest that he followed Sampson Handley 
as director of the diagnostic and advisory cancer clinic 
at Bournemouth. 

D. H. P., to whom We are indebted for this memoir, 
writes: ‘* Warwick’s specialty was proctology. His 
written contributions to the subject were not numerous, 
but among them were two important articles on 
colostomy. He was an early convert to the simultaneous 
combined technique of abdominoperineal excision, and 
he had interested himself in the technique of preserving 
the anal sphincter in carcinoma of the rectum. A keen 
attendant at proctological meetings, in discussions 
he usually presented an original point of view which 
was always received by his colleagues with interest 
and respect. In wider fields he was one of the first in this 
country to recognise the new vistas opened for cancer 
surgery by the modern meticulous technique, a technique 
in its turn rendered possible by modern anesthesia, 
supportive therapy, and chemotherapy. It was a matter 
for general comment among his colleagues how well 
cases of, for example, extensive resections of the mouth 
and jaw, extensive resections in the pelvis, or hind- 
quarter amputation used to do in his hands. Careful 
deliberate surgery was admirably suited to his tempera- 
ment. The superficial and flashy were abhorrent to 
him. Colleagues consulting him on a difficult case could 
be assured of an opinion which was always profound and 
often original. His early training in mathematics had 
left him with an indé@pendent intellectual outlook, later 
conditioned by a deep understanding of aaa “eet 
protesses. 

““Apart from proctology and cancer, he was particu- 
larly interested in varicose veins, and his book, published 
in 1931, on the rational treatment of varicose veins 
and varicocele is a classic. His work on varicocele pro- 
vides the only satisfactory explanation yet given of the 
cause of the condition. He was also attracted by the 
problems of bone growth and gave a Hunterian lecture 
on the subject in 1942. 

“He was always interested in students and the 
problems of teaching, but as teacher he was hindered by 
a hesitating delivery and a difficulty in putting his 
ideas into simple language. He was a good examiner, 
especially aware of the generally neglected problem 
of increasing the efficiency of examiners and examina- 
tions. In committee he was wise ; at times his tendency 
to dig in until his point of view had been properly 
considered could be trying, but it was usually a point 
of view worth considering. His work as chairman of 
the medical committee of his hospital during the difficult 
period of transition from voluntary hospital to national 
hospital was outstanding. 

“The most delightful of colleagues, he had a strong 
sense of humour and a shy but unaffected personality. 
As often with men of commanding stature, his gentleness, 
kindness, and simplicity of bearing were striking. Some 
men go on maturing all their lives. Turner Warwick 
was one of these. And when he was struck down he 
stood higher in the esteem of his colleagues than ever 
before.”’ 

Mr. Turner Warwick married in 1921 Miss Joan Harris 
who is also a doctor, and they had three sons and a 
daughter. His eldest son, like him, is a blue and a 
Broderip scholar. 


JAMES FERGUSON 
C.B.E., B.A., M.B. R.U.I. 


Dr. James Ferguson, late medical officer of health for 
Surrey, died at St. Helier Hospital on Aug. 27. He was 
born at Muckamore, co. Antrim, in 1879 and educated 
in Belfast at the Royal Academical Institution and at 
Queen’s College. A foundation scholar in classics, he 
gained an honours degree in arts in 1902, before qualifying 
in medicine in 1908. 

His early training in public health was received in one 
of the best schools of experience in England—under 
Dr. J. J. Butterworth of Lancashire. From the post of 
chief assistant there he was appointed, in 1929, medical 
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officer of health to the Surrey connhe council and he 
served in that capacity until his retirement in 1946. 
. From that time he acted as a principal medical officer 
of the Ministry of Health, an appointment in which his 
long experience of hospital and health services was of 
great value. He was created cC.B.E. in 1946, and was an 
honorary physician to the King from 1941 ‘to 1944, 

At the time of Dr. F erguson’s appointment to Surrey 
the transfer of municipal hospitals was taking place, and 
so the creation of a county hospital service was one of 
the most urgent duties of the new medical officer. He 
threw himself heart and soul into this work and became 
a leading authority on hospital planning. The St. Helier 
Hospital is a monument to his judgment and skill. The 
nurses’ home has been named Ferguson House and it 
will be a memorial to his work. Dr. Ferguson was a 
keen supporter of voluntary organisations ; in addition 
to his coéperation with the voluntary hospitals he 
devoted much of his time to service with committees, 
one of his special interests being the welfare of the 
blind. In his own professional sphere he served actively 
on committees dealing with hospitals and the welfare of 
nurses, and on the preventive medicine committee of the 
Medical Research Council. He was also a member of 
the medical advisory council of the Nuffield Trust 
and Foundation. 

During the whole of the late war Dr. Ferguson lived 
and worked in the danger areas, giving his support and 
strength to the maintenance of hospitals and civil-defence 
services. His unhurried speed was always effective in 
promoting morale. He had no oratorical gifts, but his 
soft Ulster speech and gentle persuasive ways carried 
many a stubborn argument. He had a happy life, at 
home and at work. One of his constant joys was his 
relationship of mutual trust with the Surrey county 
council, and the years of unbroken friendship with his 
fellow officers in their public-health service. For seven- 
teen years he was the devoted servant of a great local 
authority whose members regarded him with affection 
and respect. 

Dr. Ferguson is survived by his wife and daughter. 


Public Health 


Control of Milk Production 


REGULATIONS, made jointly by the Ministries of Food, 
Health, and Agriculture and Fisheries re-enact with 
amendments the Milk and Dairies Regulations, 1926-43, 
and the Milk (Special Designations) Regulations, 1936—48. 
These new regulations, which come into force on Oct. 1, 
give effect to provisions in the Food and Drugs 
(Milk and Dairies) Act, 1944, and the Milk (Special 
Designations) Act, 1949, in which the Government 
4g measures to improve the standard of purity 
of milk. 

Under the Milk and Dairies Regulations, 1949, the 
Minister of Agriculture and Fisheries becomes responsible 
for the registration of dairy farmers and farms, the 
inspection of cattle on dairy farms, and the enforcement 
of the regulations on dairy farms (unless they relate 
to diseases communicable to man). Local authorities 
are still responsible for the provisions which apply to 
milk distributors other than dairy farmers, and for the 
registration of these milk distributors and of dairies 
other than dairy farms. Local authorities continue to 
be reponsible for the provisions relating to diseases com- 
municable to man. As regards infected milk, the present 
powers are extended to enable a medical officer of health 
to stop the sale of milk, or to require milk to be diverted 
for heat-treatment, if there is evidence that it is infected 
with organisms pathogenic to man. A medical officer of 
health may also require milk to be diverted for heat- 
treatment if he has reasonable grounds for suspecting 
that it is so infected. 

Under the Milk (Special Designation) (Raw Milk) 
Regulations, 1949, the designations authorised for raw 
milk are ‘‘ tuberculin-tested and ‘ accredited.’’ The 
use of the designation ** accredited ’’ will not be permitted 
after Oct. 1, 1954, while from Oct. 1, 1957, the designa- 
tion ‘ tuberculin-tested ’’ may be used only for milk 
from an attested herd. 


The Milk “(Special Designation) (Pasteurised and 
Sterilised Milk) Regulations, 1949, authorise the use of 
the special designations ‘‘ pasteurised and sterilised 
milk, and where the appropriate licences are held, the 
special designations ‘‘ tuberculin-tested milk (pasteur- 
ised)’ and tuberculin-tested milk (sterilised).’’ From 
Oct. 1, 1950, pasteurised milk will be sold only in bottles 
or other containers, and from Oct. 1, 1954, the bottles 
or other containers must be filled at the pasteurising 
premises. 


Poliomyelitis 


In the week ended Aug. 20 notifications numbered : 
poliomyelitis 273 (236), polioencephalitis 22 (18). 
Figures for the previous week are shown in parentheses. 

Multiple cases (poliomyelitis and polioencephalitis 
together) were reported from the following counties : 
“London 35 (30), Bedfordshire 4 (2), Berkshire 11 (7), 
Buckingham 2 (2), Chester 6 (4), Cornwall 8 (6), Derby 
9 (1), Devon 9 (9), Durham 2 (3), Essex 10 (19), Gloucester 
5 (7), Hereford 2 (4), Hertford 3 (1), Kent 6 (6), Lancaster 
29 (23), Leicester 7 (4), Lines Lindsey 3 (1), Middlesex 13 
(10), Norfolk 3 (3), Northants 6 (2), Northumberland 
7 (4), Nottingham 10 (4), Oxford 2 (1), Somerset 5 (4), 
Southampton 11 (13), Stafford 6 (4), Surrey 7 (7), Sussex 
East 2 (5), Sussex West 3 (4), Warwick 4 (10), Wilt- 
shire 4 (2), Yorks, West Riding 50 (34), Flint 2 (0), 
Monmouth 2 (4), 

The Ministry of Health draws attention to their 
previous remarks on tonsillectomy in areas where 
poliomyelitis is prevalent: ‘‘ Surgeons should clearly 
take the local prevalence of poliomyelitis into account 
when considering the desirability of operating on a 
particular child.”” (See Lancet, July 30, p. 215.) 


Appointments 


H. W. C., M.B. Belf., F.R.C.S.E. : 
co. Derry, Northern Ireland. 

Bropy, M. B., M.D. Sheff., p.p.M.: director of research, Graylingwell 
Hospital, Chichester. 

M.R.C.S., D.P.M. 
Mentai Hospital, Cambs. 

CHRISTIE, A. L. M., M.B., PH.D. Lond., M.SC. N.z. : second consultant 
pathologist, Norfolk and Norwich Hospital. 

COLEMAN, P. N., M.B. Birm.: asst. pathologist, Middlesbrough 
group of hospitals. 

Cook, E. H. M.B. Lpool, D.O.M.S.: part-time clinical assistant, 
Eye, Ear, and Throat Infirmary, ‘Liverpool. 

H. D.S.C., L.M.S.S.A., D.A.: specialist anesthetist, 

West Cumberlana hospitals. 

CULLEN, C. H., M. Belf., F.R.C.S., F.R.C.8.1. : orthopedic surgeon, 
Leigh Infirmary, St. Helens ‘Hospital, ‘Booth Hall Hospital, 
&c., Lancs. 

GRACIE, A. P., M.B. Edin., F.R.C.S.E, : accident officer, Salford Royal 
Hospital and Hope Hospital, Lanes. 

Hewat, J. K., M.p. Dalhousie, D.P.M. 
Fareham. 

Hewrrr, J. C., M.B. Belf., D.A.: 
Derry, Northern Ireland. 

HOLLAND, C. B., D.8.C., M.B. Mance., D.A.: 
Ipswich area. 

Hupson, K. R., M.B. Durh., M.R.C.0.G.: obstetrician and gyneco- 
logist, Lurgan area, co. Armagh, Northern Ireland. 

Justice, J. J., M.B., B.3c. Glasg., D.P.M.: psychiatrist, St. Mary’s 
Hospital, Stannington, Northumberland. 

Krrknouse, E. S., M.D. Durh.: specialist venereologist, Sunderland 
group of hospitals. 

KLUKVIN, B. N., M.B. Durh., D.M.R.-D. : 
Wansbeck hospital groups. 

LEDINGHAM, L. A., M.B. Aberd., M.R.C.0.G.: temporary obstetrician 
and gynecologist, Bolton. 

McNaB, G. M.D., B.Sc. Edin., F.R.C.P.E.: physician-superin- 
tendent, Ipswich Sanatorium. 

MAYON-WHiTE, R. M., M.D. Lond., M.R.C.P., D.C.H. : 


Orr, C. J. K., M.B. Belf., D.A. 
Antrim, Northern Irelan 

PARKER, W. R., LR.CP.E. ! radiologist, Dryburn and County 
Hospital. 

PATTERSON, J. H., B.A., M.B. Camb., M.R.C.0.G.: obstetrician and 
gynec ologist, Omagh area, co. Tyrone, Revthern Ireland 


surgeon, Coleraine area, 


consultant psychiatrist, Fulbourn 


: phy sician, Knowle Hospital, 
anesthetist, Coleraine area, co. 


specialist anesthetist, 


radiologist, Tynemouth and 


pediatrician, 


aneesthetist, Ballymena area, co. 


PAULLEY, J. ,M.D. Lond., M.R.C.P. : part-time specialist ~ =! sician, 
Ipswiec a. 

PEBERDY, R., M.D. Durh., D.P.M.: asst. apetales, psychiatric 
unit, Ne we astle Tyne’ Hospita. 

PIMBLETTY, G. W. , M.B. Camb., D.M.R.-D.: radiologist, Mayday 
Hospital, Thornton Heath. 

RAFTERY, LILIAN, M.R.C.8., M.R.C.O.G. 


ey neecologist, King 

George Vv Springfield Hospital, Durban, 

STewarT, O. J., M.D. Lond., D.OBST.R.C te : consultant chest 
physician, Ipswic h and East Suffolk area. 

TEMPLE, R. W., M.B. Dubl., M.R.C.P., M.R.C.P.1. = 
area, co. Derry, Northern 

Wrson, W. Manc., ¥F.R.C.S. 


physician, Coleraine 


surgical chief assistant, 


Christie Hospital ana Holt Rediem Institute, Manchester. 
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Notes and News 


OVERDOSE OF AMPHETAMINE 


WE are grateful to Dr. Richard Worsley for the following 
note. 

A girl, aged 2'/, years, was seen in the casualty department 
of the Leeds Public Dispensary and Hospital at 2.50 p.m. 
on ‘Aug. 22. The mother {stated that one to two hqurs 
previously the child had swallowed some “ energy ” tablets 
which her son had acquired while serving in the Forces in 
Africa. She produced a small unlabelled tube which still 
contained ten tablets. The full tube would have held twenty 
tablets ; and the mother did not know how many the tube 
had contained before the child got hold of it. The tablets 
resembled 5 mg. amphetamine sulphate tablets, and some 
were sent for analysis. A stomach wash revealed no trace of 
the tablets. The child appeared normal in all respects and was 
sent home after the ‘mother had been instructed to bring her 
back again if she noted anything unusual. At about 11.45 p.m. 
the same evening, the mother returned with the child, who 
was now overactive and would not stay in bed. Both had 
walked most of the 3 miles to the hospital. The child was 
admitted to the ward. On examination no abnormality was 
evident except overactivity and refusal to stay in bed. At 
12.30 a.m. she was given chloral hydrate gr. 5; she settled 
down at 2 a.m. and slept until 4 a.m, At 6 a.m. this dose 
was repeated as the child was noisy and restless; she was 
still awake at 8 a.m. and remained so throughout that day 
although taking her food normally. After a further dose of 
chloral at 5 p.m. the child slept for an hour and then had a 
normal night’s sleep without further sedation. She was dis- 
charged from hospital next day, Aug. 24, quite normal in 
every way. 

The child’s condition did not cause any real anxiety to those 
in charge. Some of the tablets were undoubtedly absorbed, 
and the insomnia and excitability were compatible with 
mild amphetamine intoxication. 


THE INDIAN MIDDLE-CLASS BUDGET 


As elsewhere the Indian middle class has suffered more 
severely from inflation since 1939 than any other section of 
the community. This is brought out by a report on family 
budgets among middle-class State employees of undivided 
India recently published by the central government. This 
deals with a sample of 5000 persons drawing less than Rs. 500 
per month, subdivided according to residence in four major 
cities and seven regional groupings. It gives an illuminating 
insight into their living conditions. Since it covers budgets 
only up to 1946 it is somewhat out of date, but has the advan- 
tage of erring on the conservative side inasmuch as the impact 
of inflation is now more severe. It has the additional merit 
of covering Pakistan as well. 

According to this report average family incomes ranged 
from Rs. 159 per month in rural Madras to Rs. 286 in Delhi, 
the salary and allowances of the head of the family accounting 
for 82-92% of the total. The average was depressed by the 
convention of regarding all clerks—sometimes on a monthly 
basic salary as low as Rs. 30—as members of the middle class. 
Nevertheless, it was found that only one in five of the Madrasis 
and two in five of the Delhi residents had surplus budgets. 
The percentage of families in debt varied from 37% in the 
Punjab to over 75% in Calcutta, the main causes of indebted- 
ness being sickness and marriage expenses. Resident depen- 
dents per family earner ranged from 4-5 in Bombay city to 
6-7 in Bihar and Orissa, and non-resident dependents from 
0-3 in Madras to 1-4 in the United Provinces. The report 
concludes that “expenditure was nowhere in reasonable 
correspondence with family income.”” Up to half the income 
was spent on food, milk, and fats. In housing government 
servants are far better placed than the general mass of people, 
yet even they lived at an average density of 1-9—2-8 persons 
per room; the cost of 10% or a little over in cities was not 
excessive, but the quality was deplorable. Fuel and clothing 
absorbed 12-15% of the income. The miscellaneous residue 
of 30-40% was expended on travel to work, children’s educa- 
tion, toilet and household requisites, postage, medical bills, 
taxes, servants, laundry, share of a sweeper, &c.; outlay on 
tobacco, pansupari, and holidays was relatively modest, yet 
there was little margin left for a rainy day. 

These details make depressing feading. Nor is there any 
obvious and immediate remedy. Continuous wage pressure 
only adds to the inflationary spiral. Permanent improvement 
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of middle-class incomes, as indeed of others, can only come 
from greater productivity. Richer classes in India, apart from 
war-time profiteers, may be poorer than they were, but have 
greater scope for economy. Among the labouring poor there 
is undoubtedly distress; but the organised worker at least, 
aided by arbitration tribunals and cost-of-living awards, has 
to some extent been cushioned against the worst effects. The 
middle classes have stamdards of respectability to maintain 
and relatives and dependents to support. Among them 
government employees are in a comparatively privileged 
category, and the disabilities they suffer weigh more heavily 
on less privileged sections of the middle class. 


MODERN PATTERNS IN CANCER RESEARCH 


Brrp’s-EYE views of medicine are unsatisfactory unless 
the bird appointed is something of an eagle; for it takes 
a widely ranging eye to see enough of any field to survey it 
fairly. The New York Academy of Medicine's lectures to 
the laity have long been given by accepted eagles ; and the 
set of six lectures published in March of Medicine, 1948,' 
are authoritative little surveys of the atom in civil life, food 
and civilisation, on being old too young, perspectives in 
cancer research, -psychiatry for everyday needs, and the 
interrelation of pure and applied science in the field of 
medicine. All of these are worth reading, by doctors no less 
than by laymen, but in his diseussion of cancer research 
Dr. Cornelius P. Rhoads, director of the New York Memorial 
Hospital, is perhaps specially adept in bringing an exuberant 
subject into perspective. 

_ Cancer is rightly being examined in many ways at once: 
growth in general is being studied by chemical, physical, and 
biological methods, and so is the behaviour of cancers, without 
reference to cure; at the same time new methods of control 
and cure are being devised, and existing methods Of diagnosis 
and treatment are being steadily improved. In spite. of some 
equivocal evidence it is not possible to indict a Virus finally 
as a cause of cancer in mammals; and even if it were, Dr. 
Rhoads asks, what would have been gained in terms of cancer 
control ? The finding would only suggest, he thinks, that 
cancer might be contagious, and that patients should be 
isolated to avoid infecting others; and, since we know from 
experience that this is not so, we should not be much further 
on. In other words, discovery of the cause will not necessarily 
lead direct to the cure. Genetic studies have produced another 
kind of puzzle. X rays can cause mutations in strains of 
bacteria, amosbe, moulds, insects, and even mammals ; 
and they can cause mutation of normal cells into cancer 
cells. The unusual thing is that the mutant cancer cell is 
more competent than the ordinary cell—-*‘ viciously com- 
petent,’’ as Dr. Rhoads puts it. “ The cancer cell,”’ he says, 
“is better able to survive in the environment in which it is 
born than is its parent strain of normal cells.’’ Some dietary 
studies complicate the picture further: it has been shown 
that a dye which caused cancer of the liver in animals will 
only do so when riboflavine is absent from the diet. Again, 
a low-calorie diet reduces the incidence of cancer in mice ; 
and this is true however the cancer is produced—whether 
spontaneously or by chemicals, or by ultraviolet light. The 
important factor seems to be reduced endocrine activity. 
Thus it may be (and microscopic studies support the suggestion) 
that cancer cells are formed and lie dormant for long periods, 
and they only become active when some change in the 
chemistry of the body fluids gives them their opportunity. 
Cancer control, then, might be a matter of preserving some 
chemical state which restrained the growth of cancer cells ; 
and indeed we have found already that cancer of the prostate 
and the breast can be irregularly and temporarily controlled 
by altering the endocrine balance. 

Some cancers can be controlled by direct chemical means : 
Hodgkin’s disease, leukemia, and lymphosarcoma, nowadays 
regarded as cancers of the blood-forming system, respond to 
two different groups of compounds—the nitrogen mustards 
and urethane. Or a radioactive substance may be used to 
attack the cancer from inside ; thus thyroid cancer has been 
treated with the radioactive isotope of iodine. Dr. Rhoads 
suggests that we need intensive study of the synthesis and 
metabolism of steroid hormones resembling those formed 
by the sex glands and the adrenals; study of chemical 
agents which are now weakly active in controlling cancer, 
and an empiric search for new ones ; and the pursuit of new 
isotopes capable of killing cancer cells without forming 
1. Perspectives in Medicine. Columbia University Press. London: 

Oxford University Press. 1949. Pp. 163. I4s. 
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dangerous concentrations in normal cells. Meanwhile, thanks 
largely to better and earlier surgical intervention, and 
‘advances in radiotherapy, the death-rate for cancer adjusted 
for the age of the population “is clearly and sharply on the 
down grade.” The whole prospect is much more hopeful 
than it used to be; pieces of the jig-saw are being collected 
at a prodigious rate, and one day will inevitably fit together. 
Society of of leaden 

At recent meetings of the court of assistants, over which 
Prof. E. C, Dodds, F.R.s., the master, presided, Mr. Duncan 
C. L. Fitzwilliams was elected master from Aug. 24, and Dr. 
Frank Howitt and Dr. G. Roche Lynch were elected wardens. 
Dr. J. F. Carter-Braine took his seat on the court of 
assistants. 

The following examiners were sworn in: Mr. Anthony Charles 
and Mr. Norman White (midwifery); Mr. Paul Haas, p.sc. 
(chemistry). Dr. Thomas Hunt was appointed examiner for 
the diploma in industrial health. 

R. M. Haines was clothed by the master with the livery. 
The following were admitted to the freedom of the society by 
redemption : 


F. C. Blaaberg, L. H. Lampitt, Sir Stanford Cade, R. ae Brain. 


K. J. Franklin, Kenneth Robson, J. C. N. fe ae E. R go 


H. B. O. Cardew, Sir James Walton, A. J. Walton, E. ‘a. isp, 
A. E. M. Woolf, G. H. Hogben, E. T. D. Fletcher, aith 6. Hiudwch’ 
G. R. M. Cordiner, Sir George 
N. R. Barrett, C. B. Perry, W. P. Cleland, J. 
Spence, P. R. ‘allison. 

The following were granted the diploma in industrial health 
examination : 

A. Cc. 

G. White 

The of u.™.s.s.a. Lond. was granted on 
examination to the following : 


H. T. H. Beach, J. L. Jarvis, D. Redpath, G. E. Hanks, wi 
Retief, M. P. Cardew, K. C. Horrocks, 2 4 Tiger, H. V. W rhite, 
M. P. M. Coupland, R. J. Aspinall, C. Menzies, C. R. Ma 
M. C. H. Jackson, H. E. G. Dyer, F. TWwaiten F. E. Bramwell. 
EK. R. Goodall, D. J. Joubert, G. B. Stephenson, W. G. Bu 
Holmes, G. T. Cecil, G. A. R. Giri, P. B. Poole, A. K. sm ntarjian, 
L. Kader, J. D. Morris, C. T. Jones, E. W. Melia, M. C. Gilbert, 
A. 5. Murad. 

Edinburgh Post-Graduate Board for Medicine 

On Tuesday, Sept. 6, at 4.30 P.m., in the anatomy theatre 
of Edigburgh University, oo mE ‘Davies i is giving a lecture 
on Synovial Membrane in Health and Disease. 


Scottish Intelligence Survey 


Speaking in Oxford at a summer school of the National 
Union of Teachers, Sir Godfrey Thomson, p.sc., professor of 
education in the University of Edinburgh, announced that 
the Nuffield Foundation would finance the first 5 years of the 
20-year plan for testing the intelligence of Scottish school- 
children. The children are to be selected from among those 
born in 1936 in every type of family. 

Royal Photographic Society 

The annual exhibition of this society will be held at 
16, Princes Gate, London, S.W.7. This year the exhibition 
is to be divided into two parts. Pictorial, colour, and stereo- 
scopic exhibits will be shown from Sept. 9 to Oct. 2, and 
scientific, nature, record, and technical exhibits from Oct. 
8 to 26. 

National Association for the Prevention of Tuberculosis 

A joint meeting of the association and the Society of 
Medical Officers of Health will take place in B.M.A. House, 
Tavistock Square, London, W.C.1, on Thursday, Sept. 15, at 
2.30 P.m., to discuss social and aftercare arrangements by 
local health authorities under the National Health Service. 
The following will open the discussion: Sir Allen Daley, 
Dr. G. W. H. Townsend, Dr. W. Alcock, Dr. Neville Irvine, 
‘and Miss Anne Topley. 

Preventive Dentistry 

The Ministry of Education has set up a Working Party to 
direct and organise an investigation on the prophylactic 
effect of the local application of a solution of fluorides to 
school-children’s teeth. The members are: R. Weaver, 
M.D., F.D.S., Ministry of Education (chairman); E. R. 
Bransby, Px.p., Miss J. R. Forrest, L.p.s., and W. G. Senior, 
PH.D., F.D.S., Ministry of Health; G. J. Parfitt, m.R.o.s., 
L.D.S., department of preventive dentistry, Eastman Clinic ; 
B. R. Townend, F.p.s., West Riding local education authority ; 
W. Ritchie Young, F.p.s., London County Council; and 
A. T. Wynne, M.D., B.D.S., Ministry of Education (secretary). 


Dav 
G. . W, 


N. D. Cruickshank, C. Crowley, G. G. Mathew, 


NOTES AND NEWS—BIRTHS, MARRIAGES, AND DEATHS 


(exer. 3, 1949 
King’s College Hospital Medical School 
Sir Hugh Cairns will deliver the inaugural address at the 
opening of the 120th session of the medical school, Denmark 
Hill, London, 8.E.5, on Friday, Sept. 30, at 3 p.m. 


A Second Pair of Glasses 


To relieve the present difficulties in the supply of glasses, 
the Minister of Health has decided, after consultation with the 
appropriate organisations, to introduce arrangements which 
wilf enable ophthalmic medical practitioners and ophthalmic 
opticians, at their discretion, to postpone ordering a second 
pair of glasses which, although necessary for the correction 
of vision, is not urgently required for the patient’s comfort 
and daily needs. 


Churches Council of Healing 

The London joint committee of this council is holding, 
during the autumn and winter months, two courses of six 
lectures, one on the devotional side entitled the Way to 
Wholeness and the other on the medical and scientific side 
entitled Health and Healing. The lectures will take place at 
Friends House, Euston Road, London, N.W.1, and further 
particulars may be had frorh Mrs. Michael Thomas, Hughenden 
Manor, High Wycombe, Bucks. 


Medical Defence Union 

At the annual meeting of this body on Sept. 20, members 
will consider a recommendation by the council that the 
ordinary annual subscription should be increased from £1 
to £2, except for those joining within three years of registra- 
tion, who for each of the first three years of membership would 
pay only £1. Since 1947 expenditure has exceeded income, 
partly owing to the public’s increased litigiousness and the 
award by the courts of damages on a higher scale than before 
the war. 


Dame Dehra Parker, D.B.E., M.P., has been appointed 
Northern Ireland minister of health and local government in 
succession to the late Mr. William Grant. 


Prof. Alexander Kennedy will leave by air for Australia 
on Sept. 11 for a six-week visit arranged by the British 
Council. He has been invited by the government of Victoria 
to advise them on mental health and psychiatric organisation, 
and the presentation to the Victorian parliament of a Bill 
dealing with this question is being delayed until after his visit, 


The proceedings of the First International Congress on 
B.c.G., held last year in Paris and Lille, have now been 
published. They are obtainable (price 750 francs for members 
of the congress and 1000 frances for others) from the documen- 
tation centre of the B.c.c. department, Institut Pasteur, 
25, rue du Dr. Roux, Paris 15°. 


Births, Marriages, and Deaths | 


BIRTHS 

CurL.—On Aug. 22, at Norwich, the wife of Dr. O. J. Curl—a 
daughter. 

HAMILTON.—On Aug. 20, the wife of Dr. J. J. Hamilton—a daughter. 

JOLLES.—On Aug. 23, at Northampton, the wife of Dr. Benjamin 
Jolles—a son. 

Kets. —On Aug. 16, in London, the wife of Dr. K. D. Keele— 

a son 

McAFEE —-On Aug. 19, at West Kirby, the wife of Dr. Lewis McAfee 
—a daughter. 

NABARRO.—On Aug. 26, in London, the wife of Dr. J. D. N. 
Nabarro—a son. 

THOMPSON.—On Aug. 23, at Nairobi, the wife of Dr. F. A. Thompson 
—a daughter. 

UNswortH.—On Aug. 21, at Bolton, the wife of Dr. James Unsworth 


—a son. 
MARRIAGES 


—On Aug. 31, at Ashton-under-Lyne, Harold Bolton, 
F.R.C.S., to Barbara Halli, M.B 
REDFEARN—-SHAFIR.—On Aug. 19, in London, Joseph William 
Thorpe Redfearn, M.p., to Shulamith Shafir. 


DEATHS 


BLABER.—On A —— 21, at Twyford, Berks, Percy Leonard Blaber, 

M.R.C.S., ag 

Durry.—On Aug. OS, at Oldham, James Joseph Duffy, M.B. N.U.1. 

ENGLISH. a Aug. 25, at Sudbury, Suffolk, Thomas Crisp English, 
K.C.M.G., M.B. Lond., F.R.C.S 

FERGUSON. —On Aug. 27; James Ferguson, C.B.E., M.B. R.U.1., 


Guave.—On Aug. 22, Edward Simpson Shave, M.R.C.s., aged 93. 
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‘Radiomulsin’ is a pleasantly flavoured appeals to children and adults and it may 
emulsion containing in each teaspoonful be administered undiluted or added to 
vitamin A 2500 i.u., aneurine hydrochlor- milk or other drink. 

ide (vitamin B,) 0.75 mg., riboflavine ‘Radiomulsin’ contains the most im- 


< 
Lemporarily 
Lensthened 
i 

< During pregnancy, uterine muscle fibres may reach ten times their ' 
o usual length to accommodate the growing fetus. After parturi- EA 
‘ tion, ‘Ergotrate’ administered two or three times daily, will hasten a 
4 uterine involution by holding the muscle in a state of contraction. 

Hemorrhage is prevented and a barrier to infection is established. 

’ 

| sz ERGOTRATE 
e MARE 
' ERGOMETRINE MALEATE 
. Tablets of 0°2 mg. in packages of 25, 100 & 500. Ampoules of 0-2 mg. in packages of 6 & 100 
> . Literature available on request, « 
TRAQE MARK ‘ 

ELI LILLY AND COMPANY LIMITED 
“ BASINGSTOKE, HANTS 
a 
h = 
a 
A convenient dietary supplement 
| 


SS 
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4 (vitamin Bz) 0.5 mg., nicotinamide 7.5 portant vitamins in the proportions most } 
mg., ascorbic acid (vitamin C) 15 mg. generallyusefulforthecorrectionofvitamin 
: \( and calciferol (vitamin D.) 1000 i.u. dietary deficiencies in both young and old. 

( ‘Radiomulsin’ is readily miscible with ‘Radiomulsin’ is available in bottles of ) 
- » any type of infant feed. Its pleasant flavour 4 and 16 fil. oz. \ 


TRADE MARK 


GE 


Literature and samples on request 


MEDICAL DEPARTMENT 
THE BRITISH DRUG HOUSES LTD. LONDON N.1 
TELEPHONE: CLERKENWELL 3000 TELEGRAMS : TETRADOME TELEX LONDON 
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WASHED AND 
STERILIZED 
READY FOR USE 


KORKALITE, 
MOULDED OR 
ALUMINIUM CAPS CORKMOUTH 


UNITED GLASS BOTTLE 
MANUFACTURERS LTD. 


8 LEICESTER STREET, W.C.2 
Tel.7 GERRARD 8611 (15 Lines) Grams: UNGLABOMAN, LESQUARE, LONDON; 
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THE 


Valuable for 
COMPRESSION 


AND 


SUPPORT 


Elastocrepe is Elastoplast cloth without the 
adhesive. spread. It, therefore, has the unique 
properties of stretch and regain which are associated 
with Elastoplast. 

‘Elastocrepe provides comfortable and adequate 
support and compression for its particular purpose, 
and is superior in every way to the ordinary crepe 
bandage. When soiled it may be washed—washing 
renews its elasticity. 


Mad: in Englandby T. J. 
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Elastocrepe 


SMOOTH SURFACE COTTON 
CREPE BANDAGE 


WRITE FOR BOOKLETS TO:— 
SPARKLETS LTD., MEDICAL SECTION, 
LONDON, N.18 


WHEN PRESCRIBING CHLORODYNE 


Browne 
CHLORODYNE | 


medical men should be 
particular to specify 


Original and 
only genuine Chlorodyne 


used with unvarying success 
by the Medical Profession 
in all parts of the world 
for over 100 YEARS 


Always insist on 
‘*Dr. Collis Browne’s’’ 


THERE IS NO SUBSTITUTE 


~ 
| 
EQUIPMENT 
RESUSCITATORS 
{ MEDICALE DENTAL SPRAYS 
15 


THe Lancet] THE LANCET GENERAL ADVERTISER [Sepr. 3, 1949 
Rheumatoid Arthritis & C-Avitaminosis 


A constantly sub-normal level of Ascorbic Acid has been demonstrated in the plasma of 
patients suffering from Rheumatoid Arthritis (1). Moreover, salicylates have an affinity 
for (2) and greatly accelerate the urinary excretion of Ascorbic Acid (3, 4). Thus, Ascorbic 
Acid should be administered concurrently with salicylates, particularly in Rheumatoid 
Arthritis, to overcome C-avitaminosis. 


Ekammon tablets provide a balanced combination of salicylate (Acetylsalicylic Acid 0.33 gm.) 
and Vitamin C (Ascorbic Acid 20 mgm.) together with Vitamin K (Menaphthone 0.33 mgm.) 
which counteracts the prothrombin reducing action of salicylates. 


Wherever salicylate therapy is indicated 


EKAMMON. 


is the product of choice 


Detailed literature with an extensive bibliography is available on request 


1. Proc. Soc. Exp. Biol. Med., 1936, 35, 350. 3. Proc. Soc. Exp. Biol. Med., 1936, 35, 20. 
2. J. Lab. Clin. Med., 1942, 28, 28. 4. Arch. Dis. Child., 1938, 13, 135. 


WARD, BLENKINSOP & CO. LTD 
! 6 HENRIETTA PLACE, LONDON, W.1 


TELEPHONE : LANgham 3185 TELEGRAMS: DUOCHEM, WESDO, LONDON 


Cold Front 


upport your 
Lecal Branch 


THE BELIEF that there is a close relationship between 
a change in the weather and the onset of colds was 
recorded by Hippocrates more than 2,500 years ago. 
Today, such beliefs have been confirmed by large 
scale observations which have shown that colds, sore 
throats, and acute tonsilitis almost always occur in the 
wake of a “ cold front.” 

Normal nasal function is easily upset by chilling, with 
consequent loss in local defence, so that the precept 
“keep warm.” is not without foundation. 

The use of ‘ENDRINE’ in conjunction with general 
‘measures is also rational as it not only brings great 
relief to the patient but also allows free drainage of 
purulent secretions — of great importance in the 
avoidance of complications. 

*“ENDRINE* is available in three varieties : Ordinary (0.75% 
Ephedrine), Mild (0.5% Ephedrine) and Isotonic (0.5% ~ 
Ephedrine Hydrochloride). 


‘ENDRINE’. Nasal Compound 


Trade Mark ~ 


JOHN WYETH & BROTHER LIMITED, CLIFTON HOUSE, — EUSTON ROAD, LONDON, N.W.1 [yeth) 
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“And if the sun would ever 


shine there would I dwell!’’| For the treatment of 
Contemplations’ — Anne Bradstreet ERYTHEMA 
Unfortunately for the busy practitioner ee “aia 
the disadvantages of the sun are Zinc Oxide 12% 
too often overlooked by patients. Ichthammol 2% 
The increase in the incidence of To control fungous 
skin complaints can be met by infections of the skin 
‘Genatosan’ Dermatological Creams. especially 
The two formule on the right EPIDERMOPHYTOSIS 
“XS compounded in special emulsified *“Genatosan’” Dermatological 
bases — non-greasy and non- 
J Salicylic Acid 3% 
heating be prescaipad Benzoic Acid 5% 
™ with confidence. (a modified Whitfield’s formula) 


GENATOSAN LTD. 

A division of British Chemicals & Biologicals Ltd., 
LOUGHBOROUGH: LEICESTERSHIRE 
Telephone: Loughborough 2292 


Aperient and 
Antacid 


in useful 
combination 


Liquor -Magnesii Bicarbonate 2.9%, w/v, in its 
popular presentation — Dinneford’s Pure Fluid 
Magnesia, possesses the combined virtues of a mild 
laxative and gentle antacid eminently suitable for 
children and for all others where more drastic 
opening medicines or strong alkalis are contra- - Renowned 
indicated, The gentle efficacy of Dinneford’s Pure absolute 


for its stability, 
purity and consistent 


Fluid Magnesia, known for nearly 100 years, has long reliability, CHLORYL ANAES- 
held the confidence of the family practitioner. THETIC-DUNCAN has, like the 
Company’s ‘other anaesthetics, 
3 gy made the name Duncan, Flockhart 
& Co. Ltd, famous among anaes- 
> thetists throughout the world. 
PURE FLUID 
MAGNESIA | DUNCAN. FLOCKHART LTD, 
EDINBURGH LONDON 


Dinneford & Co. Ltd., Medical Department, Watford, Herts. 
= 
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QUALITY CONTROL 
ELECTRONICALLY 


(Accurate pH measurement) 


Technical details of G.E.C. Meters 
contained in leaflets Nos. X86 and 
X37 are available on 


A portable self-contained battery instrument reading 
0-1400 millivolts and 0-14 pH units with a guaranteed 
accuracy of | millivolt and 0-0! pH unit respectively. 


An instrument of precision with outstanding 
advantages including : 

Accurate automatic temperature compensation on pH. 
Stability of circuit and ease of operation. 


Only two adjusting controls for millivolts and three 
for pH readings. 


Ademonstration will be gladly arranged on request 


MEASURING 
INSTRUMENTS 


The General Electric Co. Led., Magnet House, Kingsway, London, W.C.2 
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LONDON. 
Makers of 


AIR CUSHIONS - HOT WATER BOTTLES 
AIR & WATER BEDS + BED SHEETING 
ENEMAS—SYRINGES + BREAST RELIEVERS 
DRAINAGE TUBING - TEATS & VALVES 


and all types of SPECIAL SURGICAL APPLIANCES 
required by the Medical and Nursing professions. 


Supplies are obtainable from chemists 
and surgical instrument dealers 
‘@ 
Ingram's specialities have been used by the Medical 
and Nursing professions 


for over 100 years! 
J. G. INGRAM & SON LTD 


The London India Rubber Works 
Hackney Wick, London, E.9 


attractively styled modern machines 
for easier, one-hand operation, built 
for efficiency and reliability. 


Polish your floors 
way! 


¥*% TRUVOX machines are ideal for 
parquet, linoleum, wood boarding, 
tiles, marble, rubber, asphalt, terrazzo 
or other smooth composition surfaces. 


TRUVOX ENGINEERING Co., Ltd. 

Exhibition Grounds Wembley Middx 

Please send full details of *OCO, JUNO 
Floor Polisher. 


*Cross out one not required. 


Better results obtained. 
in a fraction of the time 
taken by hand polish- 
ing, with an immense saving in labour costs ....a 
surface that can be kept clean with the minimum 
effort .... a finish that protects and enriches your 
flooring*—these are some of the advantages of using 
a TRUVOX Polisher. 
TRUVOX Polishers (““OCO” models for large 
buildings, “‘ JUNO” models for smaller areas) are the 
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LIGHT AND HEAVY CARBONATE 


LIGHT AND HEAVY CALCINED 


Pattinson’s 


Magnesia 


HYDRATE, TRISILICATE 


THE WASHINGTON CHEMICAL CO. LTD. 
A member of the Turner & Newall Organisation 


WASHINGTON, CO. DURHAM 


QUEEN 


BEAUTY PRODUCTS 
THE SAFETY FACTOR IN 
EVERY DAY MAKE-UP 


Queen beauty products form a complete range of 
toilet and preparations specially 
women who have sensitive skins. Queen om 
contain no orris in any form, nor any other skin 
irritants AND ARE RECOMMENDED BY THE 
MEDICAL PROFESSION. 

Write for booklet to :— BOUTALLS CHEMISTS Ltd. 

60 Lambs Conduit Street, London, W.C.1I 


TRUSS FITTERS sent 
anywhere at short notice 


Fully qualified and experienced men and women fitters of 
Brooks Trusses and Belts are immediately sent out to urgent 
or special cases, at reasonable fees, on receipt of your letter, 
telephone call or wire. We are already privileged to serve 
many doctors in this way. Please send for details. In 
addition, a fitting staff is always on duty at the addresses below, 


BROOKS Appliance Co., Ltd. 
(378G) 80, Chancery Lane, London, W.C.2 


(378G) Hilton Chambers, Hilton St., Stevenson Sq., Manchester | 
(378G) 66, Rodney Street, Liverpool | 


IF YOU ARE LOOKING 

FOR A SECOND-HAND 
Microscope cr Microscope Accessory, we would suggest 
that you write for our latest list (L), which we feel sure 
will help you in your search. 

DOLLONDS:! 428, STRAND, 
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THE PSYCHONEUROSES & NEURASTHENIA 


BOWDEN HOUSE 
HARROW-ON-THE-HILG 
(Incorporated iation not carried on for profit) 


Diagnostic Week. All patients spend the first week of their 
stay im undergoing a careful investigation. Clinical, pathological, 
and radiological diagnoses are as routine, and each patient 
has at least one session of narco-analysis. For this an inclusive 
fee of 25 guineas is made. The patients come in with no Jcommit- 
ment on either side for further treatment. 


Those who are anxious to remain, te ie stad! to 
suitable, undergo i fees 
treatment. 


Medical Director: M.A., M.D., F.R.C.P. 
Deputy Director: Gracr H, M.A., M.B. 

Assistant Psychiatrist : W. A, H. Stevenson, B.A., B.M., B.Ch. 
Consulting Physician : J. Barriz Murray, M.A,, —_ 


M.R.C.P. 
Warden : Miss Win1FrED SHERwoop, S.R.N. 


‘SMEDLEY’S HYDRO 


MATLOCK, DERBYSHIRE 
No Branch Establishments Established 1853 


Consulting Physician : H. Ruys Davies, M.A., M.D. 
Resident Physician : R. F. O’T. Dicxinson, M.B., B.Ch., D.P.H. 
A COMPLETE SUITE OF’ BATHS—including separate "Turkish and 
Russian Baths for Ladies and for Gentlemen, Aix Douches, Vichy Douches, 
and full Electric Installation for Baths and Medical purposes. “dl 
MASSAGE INFRA-RED LIGHT, Etc. * 
NAUHEIM BATHS PLOMBIERES TREATMENT 
SOAPLESS FOAM BATHS 
DOWSING RADIANT HEAT 
SUNRAY BATH HIGH-FREQUENCY 


ators. Electric Light. Night attendance. ooms well ventilated 
and all t the Establish Large Winter 
Garden. Extensive Pleasure Grounds. Matlock Links, 18 holes, 
within distance. A large staff (over 40) of Male and Female 
Attendants, Masseurs, and Bath Attendants. 
A nursing unit is now open for the reception of cases juiring skilled nursing , 
or conv: from recent illness or opera "be bie deans 


vision of qualified stall end shtention is available day and night. 
peony ve why be arranged through the Consulting Physician, from whom 
frtberilormation required avaiable, ” 


and full pas on 
"Inclusive Terms from 21s. 
Telegrams ; ‘* Smedleys Matlock ” Telephone : Matlock 17 (5 lines) 


CHISWICK HOUSE 
PINNER, MIDDLESEX 
Telephone: PINNER 234 


A Private Home for the Treatment and Care of Mental and 
Nervous I)lnesses in both Sexes. 

A modern country house, 12 price from Marble Arch, in 
attractive secluded grounds. from 10 guineas per 
week inclusive. Patients treated pn Certificate, Temporary 
or Voluntary status. Modern forms of treatment, includ 
tigrapy, ete narco-analysis, modified insulin, occupatio’ 


| Separate h ouse iy six acres of grounds ‘nearby for convalescent 
patients. DOUGLAS MACAULAY, M.D., D.P.M. 


HEIGHAM HALL, NORWICH 


ee MENTAL HOME for Nervous and Mental Illness. All forms of 
bl Fees from 5 gns. per week upwards, according to 


NORTHUMBERLAND HOUSE 
Green Lanes, Finsbury Park, N.4 


A PRIVATE HOSPITAL for the treatment of mental and nervous ill- 
nesses. Conveniently situated and easy of access from parts. 
Six ac of ground, facing Finsbury Park. Voluntary and Tem- 
ry Patients received without certification. Insulin Coma Unit. 
i.C.T. Group Psychotherapy. Trained Resident and Visiting Staff. 
Telephone : STAmford Hill 7866/7 {2 lines) 
Telegrams : “‘ Subsidiary, London.’ 
Medical Superintendent : RoBERT M. RicGaLLt, Member, British 


Psycho-Analytical Society. 


meaeaien: Vacancies occasionally exist at reduced fees on the 
recommendation of the patient's own physician 
Apply to Dr. J. A. SMALL __ Telephone : : Norwich 2 20080 


WYKE HOUSE; ISLEWORTH 


MIDDLESEX (Tel. HOUnsiow 0158) 
A Private Hospital for individual treatment of all forms of Nervous and 
Mental Iliness, including Alcoholism and Drug Addiction. Uncertified and 
certified patients are admitted. This well-known Home for Menand Women 
has been reorganised, and all well-tried modern tr are ik 
Or. H. PULLAR-STRECKER 


Dr. G. W. SMITH, O.B.E. 
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ST. ANDREW ’S HOSPITAL cisorvers 
NORTHAMPTON | 


PRESIDENT: THE Most Hon. THE MARQUESS OF EXETER, K.G., C.M.G., A.D.C. 


Mepicat SUPERINTENDENT: 'THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
ineipient mental diserders or who wish to prevent recurrent attacks of mental trouble ; temporary patients, and certified patients 
of both sexes are received for treatinent. Careful clinical, biochemical, bactcriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 

This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vicky Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 
etc. There is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and a Department for 
Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological. and pathological 
research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 
Twp miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside thange or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 


At all the branches of the Hospital there are cricket grounds, football and hockey grounds, jawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have their own gardens, and facilities are 
provided for handicrafts, such as carpentry, etc. 

For terms and further particulars apply to the Medical Superintendent (TELEPHONE: 2356 and 2357 Northampton), who 
can be seen in London by appointment. ' 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Resid Physici BERTHA M. MULES, M.D..B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 
CAMBERWELL HOUSE, 33. Peckham Road, London, S8S.E.5 

Telegrams: A PRIVATE HOSPITAL FOR THE hes oy) 

TREATMENT OF NERVOUS AND MENTAL DISORDERS 

ly detached Villa ild . Voluntary Patients received. Twenty acres of grounds; own garden produce. Hard and grass tennis courts, 

and all indoor Occupational therapy, Calisthenics, Actinotherapy,- prolonged 
immersion baths, shock and all modern forms of treatment. Chapei. 
Sener NGS, An I ed Pros fees, which are reason’ 


The Convalescent Branch is HOVE VILLA, BRIGHTON. 


HAYDOCK LODGE 
NEWTON-LE-WILLOWS, LANCASHIRE 


For the reception and treatment of PRIVATE PATIENTS of both sexes of the UPPER AND MIDDLE CLASSES suffering from Mental and Nervous 
Disorders, ‘Alcoholism, and Drug Addiction, either voluntarily, temporarily, or under certificate. Patients are classified in separate 
buildings according to their mental condition, Situated in park and grounds of 400 acres. Self-supported by its own farm and gardens, 
in which patients are encouraged to occupy themselves. Every facility for indoor and outdoor recreation. For terms, prospectus, etc., 


apply MEDICAL SUPERINTENDENT. Telephone ; Ashton-in-Makerfield 7311. Telegraphic Address ; Wootton, Ashton-in-Makerfield. 


STONEYCREST NURSING HOME 
(Established 1922) HINDHEAD, SURREY 
850 feet above sea level, facing South 


Medical, Surgical and Convalescent patients received Resident Masseuse 
Apply, Miss D. M. Oliver, S.R.N. (Phone: Hindhead 577) 


RUTHIN CASTLE, NORTH WALES 


A Private ‘Clinic, the first in Great Britain, for investigation and 


treatment of all forms of disease, except infectious and mental . t 
Nursing, dietetic, massage, x-ray and laboratory departments Central heating and a lift to all floors 
Inclusive charges , Apply SECRETARY ~ Telephone: Ruthin 66 
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THE OLD MANOR, SALISBURY St"; 


A Private Hospital for the Care and Treatment of those of both sexes suffering from MENTAL DISORDERS 


Extensive Grounds. Detached Villas. Chapel. 


Garden Produce from own gardens. 


Terms very moderate. 


CONVALESCENT HOME AT BOURNEMOUTH 


standing in 12 acres of ornamental grounds, with separate villas, tennis courts, etc. 
Home by arrangement. 


Patients or Boarders may visit the 


. Illustrated Brochure on application to the MEDICAL SUPERINTENDENT, The Old Manor, Salisbury 


CHEADLE ROYAL CHEADLE 


A Registered Hospital for MENTAL DISEASES and its 
Seaside Branch, GLAN-Y-DON, Colwyn Bay, N. Wales. 
For Terms and further information apply to the MEDICAL SUPERINTENDENT 


The object of this Hospital is to provide the most efficient 
means for the treatment and care of patients of both 
sexes suffering from MENTAL and NERVOUS DISEASES. 
alt omy nt is governed by a Committee appointed by 
ruste 
VOLUNTARY, Tenroneny, AND CERTIFIED PATIENTS 
RECEIVED 


GATLEY 223! 


Telephone : 


SPRINGFIELD HOUSE 


Phone: BEDFORD 3417 Near BEDFORD 
For Mental Cases with or without Certificates 


Fees from Six Guineas per week (including Separate Bedrooms 
we suitable cases without extra charge) 
or forms ‘of admission, &c,, apply to the Resident Physicia 
CEDRIc W. BowEr. 
INTERVIEWS IN LONDON BY APPOINTMENT 


THE COTSWOLD SANATORIUM 


On the Cotswold Hills, | seven miles. from Cheltenham, 
Stroud and Gloucester. Fully equipped for the treatment 
of all forms of Tuberculosis. 

Terms : from 9 guineas per week 


Full particulars from MEDICAL SUPERINTENDENT, COTSWOLD 
SANATORIUM, CRANHAM, GLOUCESTER. 
Telephone : Witcombe 2181 Telegrams: ‘‘Hoffman, Birdlip” 


UNIVERSITY EXAMINATION 
POSTAL INSTITUTION | 


17, RED LION SQUARE, LONDON, W.C.! 
G. E. OATES, M.D., M.R.C.P. Lond. 


| 
| POSTAL COACHING FOR ALL 


MEDICAL EXAMINATIONS 


PROSPECTUS, LIST OF TUTORS, Etc., — 


application to the Secretary. U.E.P.I., 17, Square, London, W.0.1 
(Telephone: HOLborn 63: 


Academic and Educationa! 
INSTITUTE OF DISEASES OF THE CHEST 


course of Lectures on INDUSTRIAL PULMONARY DISEASE 
will be given by guest lecturers during the Autumn Term, 


1949, on FRIDAYS at 5 P.M. 

30th Sept... History and Theory of .. Prof. E. J. Kine 
Silicosis 

7th Oct. . Pathology of the Coal- .. Prof. J. Gover 
miner’s Lung 

14th Oct. .. Pneumokoniosis of Coal- .. Dr. CO. M. FLETCHER 
miners 

21st Oct. .. Pathology of Pneumo- .. Dr. 8S. RoopHovuse 
koniosis GLOYNE 

28th Oct. .. Effects of Dusts of Vege- .. Dr. K. M. A. 
table Origin PERRY 

4th Nov. .. Silicosis .. Dr. L. W. HALe 

llth Noy. .. Asbestosis; Tale, China .. Dr. H. WYERs 
Clay, and other Silicates 

18th Nov. .. Siderosis A I G. 


McLAUGHLIN 


25th Nov. .. Industrial Aspects of New .. Dr. A. J. AMOR 
Growths of the Res- 


piratory Tract 


2nd Dec. .. Industrial Aspects of Pul- .. Dr. ALICE STEWART 
monary Tuberculosis 

9th Dec. .. Manganese, Beryllium, .. Dr. T. A. Lioyp 
Vanadium, and Platinum DAVIES 

16th Dec. .. Industrial Lung Disease .. Dr. A. TR™LWALL 
due to Gases J JONES 


These Lectures will be open to enrolled students of the 
Institute without extra fee. A limited number of tickets are 
available for the course at a fee of £3 3s. 

Applications should be made enclosing remittance to the 
Dean, Institute of Diseases of te Chest, Brompton Hospital 


. held in the 
“Friday each week, and Lectures will take place in the afternoons 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 
SURGERY LECTURES AND CLINICAL CONFERENCES 
OCTOBER, 1949 
A course of 24 Surgery Lectures, with clinical conferences at 
certain selected hospitals, will be held from the 3rp-19TH 
OCTOBER. Only a limited number of students can be accepted 
for the conferences. 
Fees: Whole course, £12 12s.; Lectures only, £8 8s. 
LECTURES AND PRACTIC AL DEMONSTRATIONS 
IN 


ANATOMY, APPLIED PHYSIOLOGY, AND PATHOLOGY 
OCTOBER, NOVEMBER, AND DECEMBER, 1949, AND JANUARY, 1950 
A course of Lectures and Practical Demonstrations in the 
above subjects will be held at the College from 10TH OCTOBER, 
1949-6TH JANUARY, 1950. Practical Demonstrations will be 
mornings and early afternoons from Monday to 


at 3.45 P.M. and 5 P.M., on certain days of the week 

Fees: Demonstrations and Lectures, £37 16s. 

Lecture course (for those wishing to take the 
lectures only), £16 16s. 

.Fellows and Members and Licentiates in Dehtal Surgery 
of the College will be admitted on payment of £38 128, or to 
the lectures only on payment of £12 12s. 

FACULTY OF ANAISTHETISTS 
POSTGRADUATE LECTURES AND TUTORIALS IN ANASSTHETICS 
OCTOBER—NOVEMBER, 1949 
LECTURES 

A course of 44 Lectures in Angsthetics will be held at the 
College from 17TH OCTOBER-4TH NOVEMBER, 1949. There will 
be 3 lectures daily (2 in the morning and 1 in the late afternoon) 
from Monday to Friday each week. 

The fee for the whole course is £15 15s., Fellows and Members 
of the College will be admitted on payment of a fee of £12 12s. 

TUTORIALS 

A series of Tutorials in Anesthetics will also be held during the 
same period as the Lectures, and will consist of 10 one-hourly 
periods, commencing at 6.15 P.M 

Each Tutorial Class will be ‘limited to 10 students. 
£10 10s, 

Applications, accompanied by a cheque for the appropriate 
fee, should be sent to W. F. Davis, Esq., Secretary, Post- 
graduate Education Committee, Royal College of Surgeons 
of England, Lincoln’s Inn-fields, London, W.C.2 (HOLborn 3474), 
from whom full information concerning the above courses may 
be obtained. 


NORTH LONDON POSTGRADUATE MEDICAL INSTITUTE 
Bearsted Memorial Hospital, N.16; Chase Farm Hospital, 
Enfield ; North Middlesex Hospital, Edmonton, N.18; 
St. Ann’s General Hospital, Tottenham, N.15; The 

Prince of Wales’s Genera) Hospital, Tottenham, N.15. 


course of 72 


Fee 


A COURSE IN ADVANCED MEDICINE, in preparation for the 
M.R.C.P. examination, will be held from 247TH ocCTOBER, 1949, 
to 16TH DECEMBER, 1949, including lectures, clinical and patho- 
logical demonstrations, and tutorials. 

Fee 25 guineas. 

Kindly send applications, details and 


FACULTY OF MEDICINE 


PART-TIME POSTGRADUATE COURSE IN OBSTETRICS AND 
GYNZXCLOOGY 

Provided there is a sufficient entry, it is proposed to hold in 
the Department of Obstetrics and Gynecology, and in the 
Hospitals associated with the Clinical School, a postgraduate 
course suitable for those seeking higher qualifications in these 
specialties. The course will comprise one session of 2 hours weekly 
(4-6 P.M. on Tuesdays) throughout the coming academic session 
—i.e., from OCTOBER, 1949, to JUNE, 1950. The first half of the 
course will be directed mainly to obstetrics, the second to 
gynecology, and it is hoped to include practical and clinical 
demonstrations as well as lectures. 

The fee for the full course will be £20 (£10 each half). 

Applications for enrolment should include a statement of the 
qualifications and past and present hospital appointments of 
the applicant and should be sent to the Dean of the Faculty of 
Medicine, The University, Liverpool, 3, so as to reach him on 
or before 10th September, 1949. 
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UNIVERSITY OF LONDON 
BRITISH POSTGRADUATE MEDICAL FEDERATION 


REYRESHER COURSES FOR GENERAL PRACTITIONERS 
SEPTEMBER—DECEMBER, 1949 


Date 0. aA weeks Subject ospital 
5th-—10th Obstetrics and. Padding Group 
September 
12th-17th .. 1 .General . .-Archway Group of | 
September Hospitals, N. 19 


3rd—8th ane 1 . Obstetrics and..North Middlesex Hos- 


| 
| 
| 
| 
| 


October pital, Edmonton, N.18 
10th-15th .. 1 .General . . -Hackney Hospital, 
October 
6th Octo- ..1 after-..General .. ..War Memorial Hos- 
ber—1L5th noon pital, Woolwich 
December weekly 
6th Octo- ..1 after-..General .. Southend-on-Sea 
ber—-15th noon Group 
weekly 
Oct -Various.. General .. . Chichester and District 
ber-10th after- Hospitals 
November noon 
(extended) sessions 


24th-29th .. 
Octo 


Obstetrics and. .Sussex Maternity Hos- 
ctober hton 
24th Octo- .. 


gy pital, B 


2 Genera] . - Fulham and Kensington 

ber—5th Hospitals 
November 

7th-12th .. 1 . Obstetrics and..Southend-on-Sea 
November gynecology Group 

14th-18th 1 ..Obstetrics and. . Lewisham Hospital, 
November cology 

2ist-26th .. 1 . -General. . .-Royal Sussex County | 
November Hospital, Brighton } 

21st Nov- .. 2 . General .. .-Royal Northern Hos- 
ember-3rd pital, Holloway-road, 
December N.7 


These courses are available to (a) pmmer «As general practi- 
tioners and (6) N.H.S. practitioners, for whom fees and allowances 
are provided, subject to certain conditions. Other a age 
may attend on payment of a fee of 10 guineas for 2 weeks, 
guineas for 1 week, and for equivalent extended courses. 

Applications for places and for further information ae 

made ~ the Secretary, British Postgraduate Medical 
Federation, 3, Gordon-square, W.C.1. They should state if the 
practitioner is applying under (a) or (6) above, or neither. 
UNIVERSITY OF LONDON 


APPOINTMENT OF EXAMINER IN FACULTY OF MEDICINE 

The Senate invites applications for a oar EXAMINERSHIP 
IN HYGIENE for the M.B., B.S. Degrees in 19. 

Applications must be received not later non 8th September, 
1949, oe the Principal, University of London, Senate House, 
Ww. from whom further particulars and forms of application 
may be obtained. 


TAVISTOCK CLINIC, 2, Beaumont-street, London, W./ 


A Course of 10 lecture-discussions on ‘‘ PRINCIPLES OF MENTAL 
HEALTH FOR GENERAL PRACTICE ” will be given on WEDNESDAY 
afternoons, 2.15-4.30, beginning 28TH SEPTEMBER, 1949. The 
course is similar to one given in the preceding summer session, 
and open to medical practitioners (inclusive charge 7s. 6d. to 
cover tea and incidental expenses). Accommodation limited to 
80, and preference given to those doctors who could not be 
accommodated previously. 

Applications to and details from the Training Secretary (as 
above). 

CHURCHES’ COUNCIL OF HEALING 
(Originally founded by Archbishop Temple) 
The first of aseries of 6 monthly lectures on HEALTH AND HEALING 
be given at Friend’s House, Euston-road, N.W.1, on 
WEDNESDAY, 12TH OCTOBER, at 7 P.M., when Dr. MorRIS ROBB 
will speak on 
** Who is Sick ? a is Healing ? ”’ 
Chairman: Dr. E. Buck 
__ You are invite 


M.S.S.A. 
FINAL EXAMINATION.” SURGERY, 10th October, 14th 
November, 5th December, 1949. MEDICINE, PATHOLOGY, 
17th October, 2lst November, 12th December, 1949. 
WIFERY, 18th October, 22nd November, 13th December, 1949. 
MASTERY OF MIDWIFERY May and November. DIPLOMA IN 
INDUSTRIAL HEALTH, July and December. 
For regulations apply arena Apothecaries’ Hall, Black 
Friars-lane, London, K.C 
UNIVERSITY OF LONDON 
INSTITUTE OF CHILD HEALTH 


ASSISTANT TO THE NUFFIELD PROFESSOR 

The Committee of Management is prepared to receive applica- 
tions from duly registered medical practitioners for a whole-time 
non-resident ASSISTANTSHIP. Salary £1300 p.a., rising by 
£100 to £1500. The Assistant appointed will work under the 
Professor of Child Health, mainly in the newborn baby depart- 
ment at the Postgraduate Medical School of London, Ducane- 
road, Hammersmith. Appointment will, in the first instance, be 
tenable for 1 year, but renewable up to a maximum of 3 years. 
The candidate will be required to take up his or her duties as 
soon as possible after appointment. 

Applications, giving full details of previous experience, with 
names of 3 referees, must be received by undersigned at the 
Institute of Child Health, The Hospital for Sick Children, 
Great Ormond-street, London W.C.1, a 2ist September next. 

. H. Newns, Dean. 
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INSTITUTE OF ORTHOPADICS 
ROYAL NATIONAL ORTHOPAIDIC HOSPITAL 
234, Great Portiand-street, London, W.1 


A SYSTEMATIC COURSE for postgraduate students on the 
Principles and Practice of Orthopedics, comprising about 200 
lectures and lecture-demonstrations, &c., and the practice of the 
town hospital and the country hospital, will be held d 
20 weeks of the winter (3RD OCTOBER-1LOTH DECEMBER, 1949 ; 


| and 9TH JANUARY-I8TH MARCH, 1950). 


The fee is 40 guineas 

Further particulars of this and other postgraduate facilities 
from the Dean. 

BRITISH EMPIRE CANCER CAMPAIGN invites applications 
from British subjects for EXCHANGE FELLOWSHIPS IN 
CANCER RESEARCH offered by the National Cancer Institute 
of Canada and the American Cancer Society. Fellowships are 
awarded for periods of 1 year and the annual stipend will be 
£1000. Travelling expenses to centre of work will be borne by 
the Campaign. 

For further particulars apply to the General Secretary, 

1, Grosvenor-crescent, London, 8.W.1. 

THE INSTITUTE OF LARYNGOLOGY OTOLOGY, 
330-332, Gray’s Inn-road, London, W.C.1 Applications 
invited for a part-time post *of RESEARCH REGISTRAR for 
work in connexion with the research activities of the Deafness 
Aid Clinic, to enter on duty Ist October next. Applicants 
should have had some considerable clinical experience in the 
specialty. Attendance required on 5 half-days weekly and 
salary at rate of £500 p.a 

Applications, giving full ae erage of qualifications and 
experience, with names of 2 referees, should reach undersigned 
by 7th September, 1949. JouHN H. YOUNG, Secretary. _ 
UNIVERSITY OF GLASGOW. Applications invited for appoint- 
ment to a SENIOR LECTURESHIP IN EXPERIMENTAL 
PHARMACOLOGY. Medical qualifications are not essential. 
Salary scale £1500-£1800 for medie = qualified, £1150-£1400 
for non-medically qualified. ee salary according to experi- 
ence and qualifications. F.S . and family allowance. 

Applications (6 copies) whould’ be lodged by 31ist December, 
1949, with undersigned, from whom further particulars may 
be obtained. 

Rost. T. HuTCHESON, Secretary of University Court. 
UNIVERSITY OF GLASGOW. Lectureship in Physiology. Appli- 
cations are invited for appointment to a LECTURESHIP IN 
PHYSIOLOGY. Salary scale for those with a medical qualifica- 
tion £600-£1200, for those not medically qualified £500-£1100. 
Initial salary according to experience and qualifications. 
F.S.S.U. and family allowance. 

Applications (6 copies) should be lodged, not later than 
30th September, 1949, with the undersigned, from whom further 
particulars may be obtained. 

Rost. T. HUTCHESON, Secretary of U niversity Court. 
UNIVERSITY OF QUEENSLAND. Applications are invited for 
the post of SENIOR LECTURER IN PATHOLOGY. Salary 
£A850_ £41000 p.a., plus cost-of-living allowance (at present 
£A31 10s. p.a.). 

Further particulars and information as to the method of 
application may be obtained from the Secretary, Association of 
Universities of the British Commonwealth, 5, ‘Gordon-square, 
London, W.C.1. The closing date for the receipt of applications 
is 31st 1949. 


Hospital Services : Senior Appointments 


PRINCE OF WALES’S HOSPITAL, South Tottenham, N.I5. 
NORTH-EAST METROPOLITAN REGIONAL HOSPITAL BOARD invite 
applications for position of Part-time RADIOLOGIST (Con- 
sultant grade) at above Hospital, 4 sessions a week. Salary, in 
accordance with scale for Consultants, £1700-£2750 a year, and 
conditions applying thereto. 

Applications, stating name and address, date of birth, full 
details of qualifications, and experience, present appointment 
(including number of sessions), salary, and grading, with names 

nd addresses of 3 referees, should reach C. E. NICOL, Secretary, 
North-East Metropolitan Regional Hospital Board, 114, Port- 
land-place, London, W.1, by 17th September, 1949. Canv assing 
disqualifies. 

NORTH-EAST METROPOLITAN REGIONAL HOSPITAL 
BOARD invite applications for position of Part-time RADIO- 
LOGIST (Consultant grade) at Queen Mary’s Hospital, Strat- 
ford, 4 sessions per week: and East Ham Memorial Hospital, 
3 sessions per week. Salary, in accordance with scale for Con- 
sultants, £1700—£2750 a year, and conditions applying thereto. 

Applications, stating name and address, date of birth, full 
details of qualifications and experience, present appointment 
(including number of sessions), salary, and grading, with names 
and addresses of 3 referees, should reach C. E. NICOL, Secretary, 
North-East Metropolitan Regional Hospital Board, 114A, Port- 
land-place, London, W.1, by 17th September, 1949. Canvassing 
disqualifies. 


Provincial 


BARKING. BARKING CLINIC, Upney-lane, Barking, Essex. 
NORTH-EAST METROPOLITAN REGIONAL HOSPITAL BOARD invite 
applications for position of Part-time PAZ DIATRICIAN (Con- 
sultant grade) at above Clinic, 1 session a fortnight. Salary, 
in accordance with scale for consultants, £1700-£2750 a year, 
and conditions applying thereto. 

Applications, stating name and address, date of birth, full 
details of qualifications and experience, present appointment 
(including number of sessions), salary, and grading, with names 
and addresses of 3 referees, should reach C, E, NICOL, Secretary, 
North-East Metropolitan Regional Hospital Board, 114, Port- 
land-place, London, W.1, by 17th September, 1949. Canvassing 
disqualifies. 


§ 
( 
7 
‘ 
= 


THE Lancet] 


THE LANCET GENERAL ADVERTISER 


1949 


[Serr. 3, 


COLCHESTER. SEVERALLS MENTAL HOSPITAL, Mile End, 
COLCHESTER, ESSEX. NORTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD a. applications for position of Part-time 
SURGEON (Consultant grade) at above Hospital, 
1 session a month. Salary, in accordance with scale for Con- 
sultants, £1700—£2750 a year, and conditions applying thereto. 

Applications, stating name and address, date of birth, full 
details of qualifications and experience, present appointment 
(including number of sessions), salary, and grading, with names 
and addresses of 3 referees, should reach C. E. NICOL, Secretary, 
North-East Metropolitan Regional Hospital Board, 114, Port- 
land-place, London, W.1, by 17th September, 1949. Canvassing 
disqualifies. 


ENFIELD WAR MEMORIAL “HOSPITAL, Chase-side, Enfield, 
MIDDLESEX. NORTH-EAST METROPOLITAN REGIONAL HOSPITAL 

BOARD invited applications for position of Part-time E.N.T. 
SURGEON (Consultant grade) at above Hospital, 1 session a 
week. Salary, in accordance with scale for Consultants, £1700— 
£2750 a year, and conditions applying thereto. 

Applications, stating name and address, date of birth, full 
details of qualifications and experience, present appointment 
(including number of sessions), salary, and grading, with names 
and addresses of 3 referees, should reach C. E. NICOL, Secretary, 
North-East Metropolitan Regional Hospital Board, 114, Port- 
land-place, London, W.1, by 17th September, 1949. Canvassing 
disqualifies. 


MANCHESTER REGIONAL HOSPITAL BOARD. Assistant 
PATHOLOGISTS. Applications invited for 7 posts in the 
pathology service at Wigan, Stockport, Macclesfield, Oldham, 


Withington Hospital (Manchester), Lancaster, and Bolton. 


| 
| 


The laboratories at these hospital centres are group laboratories | 


with a Senior Pathologist in charge, and there are excellent 
facilities for further experience in all branches of hospital 
pathology. Arrangements will also be made for Assistant 
Pathologists to be seconded in turn to the Regional Blood 
Transfusion Laboratory, the Central V.D. Serology Laboratory, 
and to other laboratories in the region where special experience 
can be gained. Applicants should have been qualified at least 
4 years and must have had a minimum of 3 years’ experience 
in pathology. A higher qualification and training in general 
medicine prior to specialisation an advantage. Posts are whole- 
time and superannuable. Salary determined within the ranges 
£1000—£1300 or £1300-—€1750, according to age, previous special 
experience, training, and qualific ations. Conditions of service of 
Hospital Medical and Dental Staff (England and Wales) will 
apply. Candidates for more than one post should state their 
preferences, only one letter of application being required. 

Applic ations, stating age, qualifications, training, present and 
previous appointments, with names of 3 referees, should < 
forwarded to the Senior Administrative Medical Officer, No. 1, 
North-parade, Parsonage-gardens, Manchester, 3, before Sard 
September, 1949. Canvassing will disqualify. 

J. GIBBON, Secretary of the Board. 


NORTH-EAST METROPOLITAN REGIONAL HOSPITAL 
BOARD invite applications for positions of Part-time RADIO- 
LOGIST (Consultant grade) at Goodmayes Mental Hospital, 
Goodmayes, Essex, 1 session a week ;. Runwell Mental Hospital, 
near Wickford, Essex, 1 session a week; and Brentwood 
District Hospital, Brentwood, Essex, 2 sessions a week. Salary 
in accordance with scale for Consultants, £1700-£2750 a year, 
and conditions applying thereto. 

Applications for all or any of these appointments, stating 
name and address, date of birth, full details of qualifications 
and experience, present appointment (including number of 
sessions), salary, and grading, with names and addresses of 
3 referees, should reach C. E. NicoL, Secretary, North-East 
Metropolitan Regional Hospital Board, 11a, Portland-place, 
London, W.1, by 17th September, 1949. Canvassing disqualifies. 


NORTH-EAST METROPOLITAN REGIONAL HOSPITAL 
BOARD invite applications for position of Part-time ANA®S- 
THETIST (Consultant grade) at The Forest Hospital, Roebuck- 
lane, Buckhurst Hill, Essex, 1 session per week; and 
St. Margaret’s Hospital, Epping, Essex, 3 sessions per week. 
Salary, in accordance with scale for consultants, £1700—£2750 a 
year, and conditions applying thereto. 

Applications, for either or both appointments, stating name 
and address, date of birth, full details of qualifications and 
experience, present appointment (including number of sessions), 
salary, and grading, with names and addresses of 3 referees, 
should reach C. E. NIcoL, Secretary, North-East Metropolitan 
Regional Hospital Board, 11a, Portland-place, London, W.1, 
by 17th September, 1949. Canvassing disqualifies. 


OXFORD REGIONAL HOSPITAL BOARD. Applications invited 
for post of Part-time OPHTHALMIC SURGEON at Northampton 
and Kettering Groups of Hospitals and associated clinics for not 
less than 8 notional half-days a week. Post will carry Consultant 
status with salary and conditions in accordance with the recently 
published terms and conditions of service. Appointee will be 
expected to live in the locality. Applicants must have a special 
qualification in ophthalmology and a higher qualification in 
general surgery is desirable. 

Applications, with 9 copies, stating age, qualifications, 
experience, and names of 3 referees should reach the Secretary 
of the Board, 43, Banbury-road, Oxford, by 17th September, 
1949. Canvassing will disqualify. 


OXFORD UNITED HOSPITALS. The Radcliffe Infirmary. 
OXFORD. Required, Whole-time PHYSICIAN IN CHARGE 
of the Department of Radiotherapy in the United Oxford 
Hospitals. Post will carry status and salary of Consultant. 
A new department is planned at the Churchill Hospital, Head- 
ington, and the first section of this building will be started 
immediately. Preference given to candidates who have experi- 


ence of clinical research in radiotherapy. 
Applications (10 copies), with nana s of 3 referees, must be 
received by 30th by— 
. E. Sanctuary, Administrator. 


NEWCASTLE UPON TYNE UNITED HOSPITALS. Required, 
ASSISTANT ANZSTHETIST (whole-time), to work under the 
direction of the Head of the Department of Anesthesia. Post 
is of Consultant status, and subject to national terms and condi- 
tions of service, National Health Service (Superannuation) 
Regulations, 1947/48, and to medical examination. 

Applications, with names and addresses of 3 referees, should 
be sent by 4 7th September, 1949, to— 

. W. SANDERSON, House Governor and Secretary. 
Roy al vie toria Infirmary, Newe. astle upon Tyne. 


PORTSMOUTH. ST. MARY’ s HOSPITAL. (1039 Beds.) South- 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Applications 
invited for Whole-time MEDICAL SUPERINTENDENT to 
St. Mary’s Hospital, Portsmouth. The successful candidate 
required to undertake the medical administration of the 
Hospital, his duties will include the medical care of nursing 
staff, charge of chronic sick wards, 3 sessions per week to be 
devoted to clinical surgery, superintendence of mental] deficiency 
beds, and the control of admissions and discharges. The salary 
for medical duties (6 sessions) will be based on the scale £1300— 
£50-£1750 p.a. and for administrative duties (5 sessions) on 
the appropriate administrative scale—i.e., £710-£25-£910 p.a. 
Living accommodation will be provided, in respect of which a 
charge will be made. The appointment subject to provisions of 
the National Health Service Regulations, 1947, and in accordance 
with agreed terms and conditions of service of hospital medical 
and dental staff under the National Health Service. 

Applications, stating age, qualifications, experience, and 
present appointment, and names and addresses of 3 referees, 
should be made by letter to the Secretary (S.D.1), South-West 
Metropolitan Regional Hospital Board, 11a, Portland- -place, 
London, W.1, to arrive not later than 17th September, 1949. 
Canvassing will disqualify. 
SURREY AREA. SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD invite applications for whole-time appoint- 
ment of ret AL DIRECTOR of the Mass Radiography 
Service and CHEST PHYSICIAN (Surrey Area). Post of 
Consultant status. Salary being according to age, qualifications, 
and no er rience on scale £1700-£2750 p.a. (less if under 32 years 
of age). The Medical Director will have charge of 2 units operat- 
‘ing mainly in the Surrey Area with Headquarters at Worcester 
Park, and will have the assistance of a Senior Registrar. In 
addition, successful candidate will be allocated duties as Chest 
Physician at a chest clinic. Candidates must possess a higher 
qualification and have wide knowledge and experienge tm diseases 
of.the chest. Previous experience of mass miniature radiography 
is essential. Appointment subject to provisions*ef Netional 
Health Service (Superannuation) Regulations, 1947/48, and in 
accordance with agreed termns and conditions of service of hospital 
medical and dental staff under the National Health Service. 

Applications, stating age, qualifications, experience, and 
present appointment, and giving names and addresses of 3 
referees, should be made by letter and sent to the Secreta 
(S.D.1.), South-West Metropolitan Regional Hospital Boar 
114, Portland- place, London, W.1, to arrive by 17th Septe mber, 
1949. C anvassing will disqualify. 

NORTHERN IRELAND HOSPITALS AUTHORITY. The 
Authority invite applications for the post of E.N.T. SURGEON 
for certain hospitals in the areas, Antrim, Ballymoney, Bally- 
mena, Larne, and Magherafelt. The post on whole-time basis 
with right to limited private practice in hospitals. Remuneration 
will be paid temporarily at the rate of £1600 p.a. Terms of 
appointment (including remuneration) subject to review when 
Authority determine mannerin which Spens report on remunera- 
tion of consultants and specialists is to be applied to Northern 
Ireland. Contributions payable under the Health Services 
superannuation scheme. Fees paid where duties under 
Authority’s domiciliary visits scheme are undertaken. Applicants 
must be Fellows of a Royal College of Surgeons, have wide 
experience in the specialty, and only in exceptional circum - 
stance s will Authority appoint a person with fewer than 8 years’ 
experience since registration. It is Authority’s policy to give 
preference to persons who have served in war-time with H.M. 
Forces. Canvassing’ will disqualify, approach to a member of 
the Authority by or on behalf of a candidate for the purpose of 
obtaining support for his application will be treated as canvassing. 

Applications should be made on a form obtainable from the 
Secretary, Northern Ireland Hospitals Authority, Friends’ 
Provident Building, 58, Howard-street, Belfast, and must be 
returned to him so as to be received not later than 30th 
September, 1949. 

NEW ZEALAND. NORTH CANTERBURY HOSPITAL BOARD, 
CHRISTCHURCH. Applications invited from qualified medical prac- 
titioners for following poeicne on the Board’s Medical Staff :— 

DIRECTOR OF PATHOLOGY, Christchurch Hospital. 
Applicants should Sanit special experience and be able to 
supervise all branches of the Pathological Department, Christ- 
church Hospital. Salary £1750-—£2000 p.a. 

DIRECTOR OF ANASTHESIA, Christchurch Hospital. 
Part-time appointment, appointee retaining right to private 
practice. Special qualification in anzsthesia desirable. Duties 
involve direction of ansesthetic services. Salary £400-—£450 p.a. 

REGISTRAR, Burwood Hospital. Involves surgical duties 
at a 160 Bed subsidiary hospital, including work in Plastic 
Surgical Unit of 65 Beds. Applicants possessing higher surgical 
qualification and/or experience in plastic surgery preferred. 
Full-time living-in appointment. Salary between £550 p.a. 
and £750 p.a., according to qualifications. 

ANZXSTHETIC REGISTRAR, Christchurch Hospital. Full- 
time, living-out appointment, involving anesthetic duties and 
teaching of students in this subject. Salary between £706-£906 
p.a., according to qualifications. 

Schedules giving conditions of each appointment available 
from New Zealand House, Strand, London, W.C.2. 

Applications close with undersigned at 9 a.M., 14th October, 
1949. Overseas applications, giving details of age, qualifications, 
experience, &c., should be forwarded by air-mail. 

ALEX. PRENTICE, Secretary. 
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HENLEY-ON-THAMES. PEPPARD SANATORIUM. Oxford, HOSPITAL FOR TROPICAL DISEASES (Universi College 
REGIONAL HOSPITAL BOARD invite applications for full-time nam | HOSPITAL). Required, Whole-time PATHOLOGIST (Senior 


of PHYSICIAN AND DEPUTY SUPERINTENDENT. Post 
will carry consultant status with salary and conditions in 
accordance with the recently published terms and conditions of 
service. Appointee will be expected to live near the Sanatorium ; 
small house is available. A higher qualification in medicine is 
essential. Further information can be obtained from the 
Physician-Superintendent, under whose general direction the 
duties of the post will be performed. 

Applic ations, with 9 copies, stating age, ae. and 
experience, and names of 3 referees, should reach the Secretary 
of the Board, 43, Banbury-road, Oxford, by 17th September, 
1949. Canvassing will disqualify. 


Hospital Services : Junior Appointments 


| H 
| 


ANNIE McCALL MATERNITY HOSPITAL, Jeffreys-road, S.W.4. | 


Applications invited from registered Female medical practitioners 
for resident post of OBSTETRIC HOUSE SURGEON (A) or 
(B2). Appointment for 6 months from Ist October, 1949. 
Salary £350, £400, or £450 p.a., according to experience, with a 
deduction at rate of £100 p.a. in respect of board and lodging 
and other services provided. 

Applications, stating age, nationality, and qualifications with 
dates, with copies of 3 recent testimonials should be sent to the 
Secretary, Lambeth Group Hospital Management Committee, 
Renfrew-road, S8.E.11. 


BATTERSEA GENERAL HOSPITAL, Battersea Park, S.W.II. 
BATTERSEA AND PUTNEY GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Required, JUNIOR HOSPITAL MEDICAL OFFICER 
(Bl). S&nlary in accordance with terms of service issued by the 
Ministry of Health. Suitably qualified R practitioners holding 
B2 appointments are invited to apply. 

Apply to the Administrative Officer at the Hospital with 
copies of 2 recent sentimoniale as soon as possible. 
COLINDALE HOSPITA Colindal Hend 
Required, SENIOR REGIST AR. Appointme nt for 3 years. 
Inclusive salary of £1000 p.a.—£100-£1300 p.a. Candidates 
should have had a wide experience in general medicine and 
previous experience in chest diseases is desirable. There is a 
Thoracic Surgical Department for pulmonary tuberculosis and 
a unit for combined pulmonary and non-pulmonary disease. 
Post is non-resident but accommodation is available if preferred. 

Apply by letter, stating age, qualifications, and experience, 
with names of 2 referees, to the Group Secretary, Edgware 
General Hospital, Edgware. 

CONNAUGHT HOSPITAL, Walthamstow, E.17. (118 Beds.) 
Required, REGISTRAR (B1), Resident Surgical Officer, 
post vacant Ist October, 1949. Applicants should have held 


N.W,9. 


house appointments and preference given to candidates holding | 


the F.R.C.S. qualification. Salary £775 p.a., less residential 
emoluments. Applications from practitione o holding B1 posts 
cannot be considered unless ineligible for H.M. Forces. 

Applications should be sent, with #5, of recent testi- 
monials, immediately to R. HALTon HARRISON, Secretary, 
Hospital Management geo Forest Group (No. 11), 
Langthorne-road, Leytonstone, E.1 
CHILDREN’S HOSPITAL, Bromley Group Hospital 
MANAGEMENT COMMITTEE. Required, RESIDENT MEDICAL 
OFFICER (B2), Male or Female. Post is recognised for the 
D.C.H. examination and affords opportunities for gaining a wide 
experience in diseases of children. Salary £400-£450 p.a., 
according to experience, less £100 for residential emoluments. 
Appointment is for 6 months in first instance. R practitioners 
holding A posts may apply. 

Applications, stating age, qualifications with 
experience, accompanied by names and addresses 
should be forwarded to Administrative 
Hospital, Sydenham, London, 8.E.26. 


dates, and 
of 3 referees, 
Officer, Children’s 


| essential. Successful candidate required to 


CHILDREN’S HOSPITAL, Sydenham. Bromley Group Hospital 


MANAGEMENT COMMITTEE. 
OFFICER (A), Male or Female. Appointment for 6 months, 
and post is recognised for the D.C.H. examination. Salary 
£350-£450 p.a., according to experience, less £100 for residential 
emoluments. R practitioners within 3 months of qualification 
may apply. 

Applications, with 
experience 
should be forwarded to Administrativ e Children’s 
Hospital, Sydenham, London, 8.E.26. 
ELIZABETH GARRETT ANDERSON HOSPITAL, Euston-road, 
N.W.1. Applications invited from registered Women medic al 
practitione rs for post of OBSTETRIC ASSISTANT (recognised 
for M.R.C.O.G.). Duties to commence Ist November, 1949. 
Appointinent for 6 months. Salary according to National Health 
Service scale. 

Applications, with copies of 3 recent testimonials, 
sent to the Secretary by 17th September. 
GARRETT ANDERSON HOSPITAL, Euston-road, 
for post of CLINICAL ASSISTANT in the 
Outpatient Department (Monday afternoons). Duties to com- 
mence Ist October. Present remuneration £100 p.a., subject 
to revision to conform with National Health Service scales. 
Appointment for 6 months in the first instance. 

Applications, with testimonials, should be sent to the Secretary 
by 16th September. 
GERMAN HOSPITAL, Dalston, E.8. House Surgeon (B2) required. 
Salary £250 p.a. (subject to adjustment), with full residential 
emoluments. R practitioners holding A posts may apply. 

Applications, stating age, sex, nationality, and qualifications, 
with copy references, 
Hospital 


Required, RESIDENT MEDICAL 


stating age, qualifications dates, and 


Officer 


should be 


Gymecological 


Management Committee, Hackney Hospital, E.9, 


by 16th September, 1949. 
24 


, accompanied by names and addresses of 3 referees, | 


Applications invited from fully qualified medical Women | 


should be addressed to the Secretary, | 


Registrar status). Salary and conditions of service according 
to the new national scale. 

Applications, giving full pentioatess, should be sent to the 
Secretary, 23, Devonshire-street, W.1, from whom further 
partic ulars may be obtained. 

HOSPITALS FOR DISEASES OF THE CHEST. Applications 
invited from registered medical practitioners, Male and Female, 
including R practitioners holding A posts, for appointment of 

HOUSE PHYSICIANS (B2), non-resident, at Brompton Hos- 
pital, S.W.3. Duties include work in the Outpatients’ Depart- 
ment as well as in the wards. Appointments for periods of from 
3-6 months, commencing Ist October, 1949, and salary within 
the House Officer grade. 

Applications, stating age, qualifications with dates, nation- 
ality, and previous appointments held, with copies of 1 or more 
recent testimonials, should reach undersigned by 10th September, 


1949. 

_Brompton Hospital, S.W.3. F. G. ary. 
HOSPITALS FOR DISEASES OF THE CHEST. Applications 
invited from registered medical practitioners, Male and Female, 
including suitably qualified R yoncerenees, holding B2 posts, 
for appointment of Whole-time SURGICAL REGISTRAR 
(non-resident) at Brompton Hospital. Applicants must have 
held a resident hospital appointment, and R practitioners now 
holding Bl posts cannot be considered unless ineligible for 
military service. Appointment for 6 months commencing 
Ist October, 1949 

Applications, stating age, qualific ations with dates, nation- 
ality and present post, with copies of 1 or more recent testi- 
monials, should reach undersigned by 10th September, 1949. 

Brompton Hospital, 8.W.3. F. G. Rouvray, Secretary. 
HOSPITAL FOR SICK CHILDREN, Great Ormond-street, 
London, W.C.1. There will be vacanc ies 15th November, 1949, 


for the following 
AN #STHETIC AR. 


SENIOR RESIDENT 

RESIDENT AN-ESTHETIC REGISTR. 

JUNIOR RESIDENT AN-XSTHETIC REGISTRAR. 
Above appointments will be made in accordance with terms 
and conditions of service of Hospital Medical and Dental Staff 
(England and Wales). Applications from practitioners holding 
B1 posts cannot be considered unless ineligible for H.M. kf orces. 

Further particulars, and form of application, whic h must be 
returned by 3rd October, 1949, are obtainable from— 

H. F. RUTHERFORD, House Governor and Secretary. 


HOSPITAL FOR SICK CHILDREN, Great Ormond-street, 
London, W.C.1. There will be a vacancy 6th November, 1949, 
foran ORTHOPEDIC REGISTRAR (part-time). Appointment, 
which is renewable, is tenable in the first instance for 1 year, 
and is graded as a Senior Registrarship. Candidates should be 
Fellows of the Royal College aa Surgeons of England but in the 
case of those having war service this + vy A not be regarded as 
i ive within reasonable 
distance of the Hospital and to be readily available for emer- 
gencies. He will be required ‘to deputise for members of the 
Visiting Staff on occasions. 
Full particulars, with form of application, which must be 
returned by a October, 1949, are obtainable from— 
HLF. . RUTHERFORD, House Governor and Secretary. _ 


Rovvray, Secretary. 


HOSPITAL FC At. SICK CHILDREN, Great ‘Ofmond-street, 


London, W.C.1. Required, CHEMICAL PATHOLOGIC AL 
REGISTRAR. Appointment will be full-time and graded as 
that of Senior Registrar in accordance with the terms and 


conditions of service 
(England and Wales). 
work of the Hospital. 
Further particulars and form of application, which must be 
returned by 3rd October, 1949, may be obtained from— 
. F. RurHERFORD, House Governor and Secretary. 


ny FOR SICK CHILDREN, Great Ormond-street, 
London, W.C.1. There will be a vacancy 15th November, 1949, 
for HOUSE SU RGEON. The post, which is resident and tenable 
for 6 months, is graded as a Junior Registrarship. Applications 
from practitioners holding Bl posts cannot be considered unless 
ineligible for H.M. Forces. 

Further particulars and form of application, which must be 
returned by 3rd October, 1949, are obtainable from— 

H. ¥F, RUTHERFORD, House Governor and Secretary. 
HOSPITAL FOR SICK CHILDREN, Great Ormond-street, 
London, W:C.1. There will be a vacancy 15th November, 1949, 
for HOUSE PHYSICIAN. The post, which is resident and ten- 
able for 6 months, is graded as a Junior Registrarship. Applica- 
tions from practitioners holding B1 posts cannot be considered 
unless ineligible for H.M. Forces. 

Further particulars and form of application, which must be 
returned by 3rd October, 1949, are obtainable from— 

H. F. RuTHERFORD, House Governor and Secretary. _ 
KING’S COLLEGE HOSPITAL, London, S.E.5. Applications 
invited for post of SENIOR SURGICAL REGISTRAR (whole- 
time). Commencing salary £1000 a year. The appointment for 
1 year in the first instance. Applicants should be Fellows of the 
Royal College of Surgeons. 

Applications, with the names of 3 referees, should be sent to 
the undersigned —_ later than 19th Septe mber, 1949. 

8. . BARNES, House Governor and Secretary. _ 
KING EDWARD MEMORIAL HOSPITAL, Ealing, W.13. Required, 
SENIOR CASUALTY, ORTHOP DIC, AND FRACTURE 
OFFICER (B2), grade * Junior Registrar. Salary according to 
terms and conditions for hospital medical staff. R practitioners 
holding A posts may apply. 

Applications, stating age, nationality, qualifications with 
dates, and details of experience, with copies of 2 recent testi- 
monials; should be sent to the Secretary, South-West Middlesex 
Hospital Management Committee, 1, Churchtield-road, Ealing, 
W.13, by 10th September, 1949. 


of Hospital Medical and Dental Officers 
Duties will be to assist in the research 
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KING EDWARD MEMORIAL HOSPITAL, Ealing. Required, 
RESIDENT SURGICAL OFFICER (B1), Senior Registrar 
grade under terms and conditions for hospital medical staff, 
vacant Ist October, 1949. Applicants should have held house 
appointments and have had surgical experience. Preference 
to those holding diploma of F.R.C.S. R practitioners holding B2 
posts may apply ; those holding B1 posts cannot unless ineligible 
for military service. 

Applications, stating age, nationality, qualifications with 
dates, details of experience, with 2 copies of recent testimonials, 


to reach Secretary, South-West Middlesex Hospital Manage- | 


ment Committee, 1, Churchfield-road, Ealing, W.13, by 10th 
September, 1949. 
MEMORIAL HOSPITAL, Woolwich, S.E.i8. Required, House 
SURGEON (A) or (B2). 6 months’ appointment. Salary in 
accordance with terms of service issued by the Ministry of 
—— R practitioners within 3 months of qualifieation may 
apply. 

Applications, with copies of 2 recent testimonials, to be sent 
immediately to the Secretary, Woolwich Group Hospital Manage- 
ment Committee, Memorial Hospital, Shooters Hill, S.E.18. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.I8. Junior 
REGISTRAR (B1) for Receiving Room; hospital admissions 
and casualties, &c. Should have held House Officer posts. 
Salary £670 p.a., less £100 p.a. for residential emoluments. 
6 months’ appointment, with possible extension to 1 year, 
vacant Ist October. Duty hours 10 4.M. to 6 P.M. daily ; Saturday 
afternoon and Sunday free. R practitioners holding B2 posts 
eligible ; also those holding B1 posts and ineligible for H.M. 


Forces. 

Applications, stating age, qualifications, experience, nation- 

ality, with copies of recent testimonials, to Secretary, by 
ith September. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.I8. Senior 
HOUSE SURGEON (B2), resident, vacant 6th October. 6 
months’ appointment. Salary £400 p.a. for second post held, 
or £450 p.a. for third or any subsequent post held, less £100 p.a. 
for residence. Whole-time duties such as Hospital may require. 
R practitioners holding A posts may apply. 

Applications, stating age, qualifications, experience, nation- 
ality, with copies of recent testimonials, to Secretary, by 7th 
September. 


PRINCESS BEATRICE HOSPITAL, Earl's Court, $.W.5. Bode) } 


Required, OBSTETRIC HOUSE SURGEON AND CASUALT 
OFFICER (B2), Male or Female, post vacant 1st October, 
1949. Obstetric experience essential. Appointment for 6 
months. Salary in accordance with National Health Service 
terms and conditions of service of hospital medical staff (House 
Officers). R practitioners holding A posts may apply. 

Applications, stating age, qualifications with dates, and 

nationality, with copies of 1-3 testimonials, should be sent to 
the House Governor by 17th September, 1949. 
PRINCE OF WALES’S GENERAL HOSPITAL, London, N.I5. 
(240 Beds.) Required, REGISTRAR IN PATHOLOGY (B1). 
Preference given to applicants who have had at least 2 years’ 
experience in pathological work. Salary in accordance with 
terms of service issued by the Ministry of Health. Appointment 
in the first instance for 1 year, and is now vacant. Applications 
from R practitioners holding Bl posts cannot be considered 
unless they are ineligible for H.M. Forces. 

Applications, stating age, qualifications with dates, and 

experience, with recent testimonials, should be addressed to the 
Secretary, Tottenham Group Hospital Management Committee, 
The Green, Tottenham, by 20th September, 1949. 
QUEEN MARY’S HOSPITAL FOR THE EAST END. Required, 
JUNIOR CASUALTY OFFICER (A), Male or Female. Appoint- 
ment for 6 months commencing 26th September, 1949, and is 
non-resident for the present. Accommodation can probably 
be found within reasonable distance of Hospital. Salary 
£350 p.a. Post subject to National Health Service (Super- 
annuation) Regulations, 1947/48. 

Applications, with copies of recent testimonials, should reach 
undersigned by 12th September, 1949. 

M. J. HUNTLEY, Secretary, 
West Ham Group Hospital Management Committee. 

c/o Queen Mary’s Hospital for the East End, 

Stratford, London, E.15. 

ROYAL NATIONAL THROAT, NOSE AND EAR HOSPITAL 
AND THE INSTITUTE OF LARYNGOLOGY AND OTOLOGY, Gray’s 
Inn-road, London, W.C.1. Applications invited for 1 post of 
JUNIOR REGISTRAR, 1 post ef REGISTRAR, and 1 of 
SENIOR REGISTRAR at the appropriate salaries according 
to the terms and conditions of service of hospital medical staff 
in the National Health Service. These posts are full-time ones, 
and designed to enable candidates with the necessary ability 
and suitable academic and surgical grounding to continue 
their training as specialists. Each appointment for an initial 
period of 1 year from ist October, 1949, with eligibility for 
re-election or for promotion as the case may be. 

Applications, giving full information as to qualifications and 
experience, particularly in this specialty, and names of 2 referees 
should be sent on or before 7th September, 1949, to— 

JoHN H. YounG, House Governor and Secretary. 

ROYAL FREE HOSPITAL, North Western Branch, Lawn-road, 
Hampstead. Required, REGISTRAR, Senior grade (B1), Male or 
Female, to the Rheumatology Unit. Applicants must not be 
more than 10 years qualified and should hold the M.R.C.P. 
qualification. Appointment for 1 year in the first instance, 
commencing ist October, 1949, and the present temporary 
holder of the post is applying for appointment. Salary in 
accordance with new terms and conditions laid down by the 
Ministry of Health. Suitably qualified practitioners holding 
B2 posts, also R practitioners holding B1 posts and ineligible for 
H.M. Forces, are invited to apply. 

Applications should be sent to the House Governor, from 
whom the necessary forms may be obtained, by 10th September, 
1949. 


ROYAL FREE HOSPITAL, Gray’s Inn-road, W.C.I. Required, 
RESIDENT HOUSE PHYSICIAN (B2), Male or Female, 
for the Rheumatology Unit at the Royal Free Hospital, North 
Western Branch, Lawn-road, Hampstead, N.W.3. Duties to 
commence Ist October, 1949, for 6 months. Salary in accordance 
with new terms and conditions of service to be agreed with 
the aw of Health. R practitioners holding A posts may 
apply. 
Tete of application obtainable from the House Governor, 
The Royal Free Hospital, to whom applications, with copies of 
3 recent testimonials andwa photograph, should be sent by 
10th September, 1949. 
SOUTH LODGE HOSPITAL FOR INFECTIOUS DISEASES. 
(Tuberculosis and E.N.T. cases.)—(218 Beds.) RESIDENT 
REGISTRAR required. Appointment vacant now. Suitable 
qualified practitioners with not less than 2 years’ registration 
are invited to apply. Duties as directed by the Medical Superin- 
tendent in E.N.T., Tuberculosis, and Infectious units. Salary 
Ist year, £775 p.a.; 2nd and any subsequent years, £890 p.a. ; 
appropriate deduction for residential emoluments. 2 years’ 
appointment in the first instance. Quarters available for 
unmarried practitioner. Superannuable post, subject to medical 
examination. Applications from practitioners holding B1 posts 
cannot be considered unless ineligible for H.M. Forces. 
Applications, stating age, nationality, experience, qualifica- 
tions, and names of 2 referees to the Secretary, Enfield Group 
Hospital Management Committee, Chase Farm Hospital, The 
Ridgeway, Enfield, Middlesex, by 14th September, 1949. 
ST. ALFEGE’S HOSPITAL, Greenwich, S.E.10. Required, Senior 
HOUSE SURGEON (B2), resident, for duties in the General 
Surgical and Genito-urinary Department .at above Hospital. 
6 months’ appointment, renewable. Salary £350-£450 p.a., 
according to experience, less £100 p.a. for board and lodging. 
Previous experience desirable. Successful applicant required 
to commence duties mid-September, 1949. R practitioners 
eligible for H.M. Forces holding A post not considered. 
Applications, stating age, experience, and qualifications, 
with copies of 1-3 recent testimonials, should reach the Secretary, 
Greenwich and Deptford Hospital Management Committee, 
St. Alfege’s Hospital, Vanbrugh-hill, Greenwich, 8.E.10, by 
&th September, 1949. 
ST. STEPHEN’S HOSPITAL, Fulham-road, Chelsea, S.W.I0. 
REGISTRAR (B1), non-resident, Department of Physical 
Medicine. National scale Salary. 
Applications should give names of 2 personal referees*and be 
sent to the Medical-Superintendent immediately. 


ST. STEPHEN’S HOSPITAL, Fulham-road, Chelsea) 5.W.10. 


HOUSE PHYSICIAN (B2), resident, to the Rheumatism 
Department. National scale salary. 


Applications should give names of 2 personal referees and be 
sent to the Medical Superintendent immediately. 


Provincial 


ACCRINGTON. VICTORIA HOSPITAL. (112 Bedded Acute 
General Hospital—3 Residents.) HOUSE SURGEON (A) or 
(B2) required. Salary £350-£400 p.a., according to previous 
post held, less £100 for board-residence. R practitioners within 
3 months of qualification also those holding A posts may apply, 
when appointment will be limited to 6 months. 

Applications, stating age, nationality, and qualifications with 
dates, with copies of 2 testimonials, to be sent to— 

T. DEWHURST, Secre - 
Blackburn and District Hospital Management Committee. 

Royal Infirmary, Blackburn. 
ASHFORD HOSPITAL, Ashford, Middlesex. Staines Group 
HOSPITAL MANAGEMENT COMMITTEE. Required, RESIDENT 
HOUSE SURGEON (A), Male. 6 months’ appointment, vacant 
14th October, 1949. Salary £350 p.a., less £100 for residential 
emoluments. R practitioners within 3 months of qualification 
may apply. 

Applications, stating age, nationality, qualifications, and 
previous experience, with copies of up to 3 recent testimonials, 
to Medical Director of Hospital by 24th September, 1949. 
Canvassing in any form is prohibited. — 


ABERDEEN ROYAL INFIRMARY. North-Eastern Hospital 
REGION, SCOTLAND. Applications invited for following appoint- 
ments for period Ist October, 1949, to 31st March, 1950 :— 

1. JUNIOR REGISTRAR (B11), grade III, in Department of 

Ophthalmology. 
2. JUNIOR REGISTRAR (BI), E.N.T. 
Department. 

Salary at the rate of £670 p.a., conditions of service, super- 
annuation, &c., in accordance with the terms of service issued 
by the Department of Health. The posts are non-resident. 
R practitioners now holding Bi posts cannot be considered 
unless ineligible for H.M. Forces. 

Applications, giving full details of qualifications and experi- 
ence, together with copies of 2 recent testimonials, or names of 
2 persons to whom reference can be made, should be submitted 
not later than 13th September, 1949, to 

WILLIAM CAaIk, Secretary and Treasurer, 
Board of Management for the Aberteen General Hospitals. 

62, Queen’s-road, Aberdeen, 25th August, 1949.00 
AYLESBURY. TINDAL GENERAL HOSPITAL. (30! Beds.) 
AYLESBURY AND DISTRICT HOSPITAL MANAGEMENT COMMITTEER. 
Required, 2 HOUSE PHYSICIANS (1 B2, 1 A post). 6 months’ 
appointments from on or about 17th October. B2 post: salary 
£400 or £450 p.a., less £100 for residential emoluments. R prac- 
titioners ineligible for H.M. Forces or holding A posts may 
apply. <A post: salary £350 p.a., less £100 emoluments. R 
practitioners ineligible for H.M. Forces, or within 3 months of 
qualification may apply. Both posts afford excellent experience 
in general medicine, but 1 post also offers special experience in 
chest diseases. 

Applications, with copies of 2 testimonials or names of 2 
referees, and stating date free to commence duty, to the Medical 
Superintendent, by 15th September, 1949. 
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AYLESBURY. ROYAL AND TINDAL 
GENERAL HOSPITAIS. (441 8.) 

JOINT RESIDENT ANAESTHETIST (B1), Male or Female, 
vacant now. Post recognised for D.A. Salary £45 less 
£100 emoluments, grading of post being reviewed. “practi- 
mg te in Bl posts cannot be considered unless ineligible for 

Royal B Buckinghamshire (136 Beds) 

CASUALTY OFFICER (B2), Male. Duties include House 
Surgeon to Orthopedic and Casualty Departments. 
£400 or £450 p.a., emoluments. R practitioners in 
A or B2 posts may a 

HOUSE SURGEON Mi) or (B2), Male, vacant now. Duties 
include House Surgeon to E.N.T. Department, and general 
surgery. Recognition for D.L.O. being sought. R practitioners 
in A or B2 posts or within 3 months of qualification may apply. 
Salary £350, £400, or £450 Pa. less £100 emoluments. 

Applications, stating post desired, with 2 names for reference 
to Secretary, "Aylesbury and District Hospital Management 
Committee, 9, Bicester-road, Aylesbury, Bucks. 
ASHTON-UNDER-LYNE. DISTRICT INFIRMARY. (200 Beds.) 
ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGEMENT COMMITTEE. 
Required, RESIDENT CASUALTY OFFICER (B2), Male, at a 
eA of £400—-£450 p.a., according to experience. A charge 
of £100 p.a. will be made for residential emoluments. The 
Infirmary serves a thickly populated industrial area and the 
scope for experience is de and varied. The senior resident 
post is recognised for the geno of Fellow of the Royal College 
of Surgeons (England). a a titioners holding A posts may 
apply when appointment will be limited to 6 months. 

Applications should be addressed to— 

R. W. McViry, Secretary. 

Astley-road, Stalybridge, Cheshire. 
ASHTON-UNDER-LYNE. DISTRICT INFIRMARY. (200 Beds.) 
ASHTON, HYDE AND GLOSSOP HUSPITAL MANAGEMENT COMMITTEE. 
Required, HOUSE SURGEON (A), Male, at a salary of £350 p.a., 
less £100 p.a. for residential emoluments. Ashton Infirmary is a 
busy general hospital 6 miles ‘from Manchester and this post 
offers excellent opportunity to gain experience in general 
surgery; there is also a large Orthopedic Clinic and other 
Special Departments. R practitioners within 3 months of 
qualification may apply, when appointment will be limited to 
6 months. 

Applications should be 

W. McViry, Secretary. 


BANBURY, OXON. HORTON GENERAL HOSPITAL. (180 
Beds.) BANBURY AND DISTRICT HOSPITALS MANAGEMENT COMMIT- 
TEE. Required, JUNIOR HOUSE SURGEON (A) or (B2), post 
now vacant. Post for 6 months. Salary on National Health 
Service scale. 

Applications, with names and addresses of 2 referees, to be 
sent immediately to C. G. ToMLINSON, Secretary. 

Horton General Hospital, Oxford- road, Banbury. 


BANBURY, OXON. HORTON GENERAL HOSPITAL. 
Beds.) Required, SENIOR HOUSE SURGEON 
vacant late September. Sal 
Health Service scales. 

Applications, with names and addresses of 2 referees to be 
sent immediately t: 

G. TOMLINSON, Secretary, 
Banbury and District Hospitals Management Committee. 
Horton General Hospital, Oxford-road, Banbury, 
16th August, 1949 


BATH. ROYAL UNITED HOSPITAL. Bath Hospital Manage- 
MENT COMMITTEE. HOUSE SURGEON (A), gynecology and 
obstetrics and anzesthetics, required immediately. Salary £250 
first year after qualification; £350 second year; full 
residential emoluments. R practitioners, ineligible for H.M. 
Forces or under 254 years not having —_ an A post, considered. 
To practitioner liable for service with H.M. Forces appointment 
for 6 raonths. 

Applications to be forwarded to— 

. LAWRENCE MEARS, Secretary. 
__Manor Hospital, Bath, 20th August, 1949. 


Astley-road, Stalybridge, Cheshire” 


(180 
(B1), post 
ary in accordance with National 


BEBINGTON. GENERAL HOSPITAL, 
BEBINGTON, WIR (502 Beds.) Required, JUNIOR 
MEDICAL REGIS TR AR (Bl). Position is resident and 


nereny held for 1 year. Terms and conditions are in accordance 
with the Ministry of Health scale. Salary £670 p.a., less deduction 
for board and lodgings. 
Applications, with names of 2 medical referees, should be 
forwarded to the Medical Superintendent, Clatterbridge General 
Hospital, by 10th September. 


AMENDED ADVERTISEMENT 

BILLERICAY. ST. ANDREWS HOSPITAL. Required, House 
PHYSICIAN (B2). Appointment for 6 months. Salary £350— 
#450, according to experience, less £100 in a of full 
residential emoluments. R practitioners holding A post may 
app. 

ppucations, with copies of 3 testimonials, should be 
forwarded as soon as ta 

EST E. TayLor, Secre 
South East cen Hospital Man 

Secretaries Office, Thurrock Hospital, St 
BISHOP AUCKLAND. THE GENERAL HOSPITAL. South- 
WEST DURHAM HOSPITAL MANAGEMENT COMMITTEE. Required, 
ANASTHETIC REGISTRAR (B1), post now vacant. Grading 
will be that of a Registrar or Senior Registrar, according to 
experience and qualifications, and preference given to candidates 
who possess the D.A. Applications from practitioners holding 
B1 posts cannot be considered unless ineligible for H.M. Forces. 

Applications, stating age, nationality, experience, and quali- 
fications, with copies of recent testimonials, should be sent to 


tary, 
ment Committee. 
ord Long-lane, 


the Medical Superintendent, General Hospital, Bishop Auckland. 
26 


BIRMINGHAM AND MIDLAND EAR AND THROAT HOS- 


PITAL, Edmund-street, BIRMINGHAM, THE BIRMINGHAM 
DUDLEY ROAD) GROUP OF HOSPITALS. Required, HOUSE 
URGEON (A). Facilities for studying for . L.O. Salary 


£250 p.a., with full residential emoluments valued at £150 p.a., 
subject to review when the Spens agreement becomes operative. 
Appointment subject to National Health Service (Super- 
annuation) Regulations, 1947. R practitioners, ineligible for 
H.M. Forces or under 254 years not having held an A post, 
considered. To practitioners liable for service with H.M. Forces 
appointment limited to 6 months. 

Applications, stating qualifications, experience, &c., with 
copies of not less than 2 recent testimonials, should be forwarded 
to J. PRESTON, Secretary, Hospital Management Committee, 
Dudley Road Hospital, Birmingham, 18. 


BIRMINGHAM AND MIDLAND HOSPITALS FOR WOMEN 
(Incorporating the Women’s and Maternity Hospitals), Showell 
Green-lane, SPARKHILL, BIRMINGHAM, 11. THE UNITED BIRMING- 
HAM HOSPITALS. The Board of Governors invite apeetee 
from registered medical practitioners for post of STANT 
PATHOLOGIST. Main duties will include at... and 
assistance in connexion with the for 
histology and bacteriology are available. Post graded as a 
Trainee Specialist (Senior Registrar) Grade I (1 i. Present 
salary £1000 p.a., subject to national scales when adopted by 
the Ministry of Health. 

Applications, giving details of name, age, nationality, quali- 
fications, and particulars of present and previous appointments, 
with names of 3 referees should be sent to— 

. SYLVESTER, House Governor. 


BIRMINGHAM ACCIDENT HOSPITAL AND REHABILITATION 
CENTRE. (209 Beds.) BIRMINGHAM (SELLY OAK) HOSPITAL 
MANAGEMENT COMMITTEE, GROUP NO. 25. Required, RESIDENT 
ANASSTHETIST JUNIOR REGISTRAR (Bl). Salary £670 
pa a., less value of residential emoluments. Appointments in the 

first place for 6 months. Suitably qualified practitioners eK 
B2 appointments, also those holding B1 and ineligible for H 
Forces, are invited to apply. There are 3 Specialist Ansesthetists 
on the staff. 

Applications, with 2 testimonials, should be sent to W. G. 
SPENCER, Cemeaey, Birmingham Accident Hospital, Bath-row, 
Birmi ngham, 

HAM. DUDLEY ROAD INFIRMARY. Assistant 
MEDICAL OFFICER (non-resident). Salary within scale for 
Junior Hospital Medical Officers (£700—£50-£1000 p.a.). Appoint- 
ment subject to National Health Service (Superannuation) 

Regulations, 1947/48. The Hospital has approximately 1050 
Beds for the care of the chronic sick, and is associated with the 
adjoining General Hospital. 

Applications, with recent testimonials, should be forwarded, 
within 7 or after appearance of this advertisement, to the 
Secretary, The Birmingham (Dudley Road), Group of Hospitals, 
Dudley Road Hospital, Birmingham, 18. 
RUBERY HILL HOSPITAL. Birmingham 

oO. 6 GROUP (MENTAL B) HOSPITAL MANAGEMENT COMMITTEE, 
REGISTR AR, Male, required immediately. Applications 
invited from medical practitioners who have been registered for 
not less than 2 years, and post will be held normally for 2 years. 
Salary £775 p.a. first year and £890 p.a. second year. Accom- 
modation available for single officer. Appointment subject to 
National Health (Superannuation) Regulations, 1947/48, and 
terms and conditions recently laid down by the Minister of 
Health. Applications from’ practitioners holding Bl posts 
cannot be considered unless ineligible for H.M. Forces. 

Applications, in writing, should state full name, age, qualifica- 

tions, experience, and appointments held, with names of 3 
referees, to be addressed as soon as possible to the Secretary, 
Rubery Hill Hospital, Birmingham. 
BIRMINGHAM. HEATHFIELD ROAD MATERNITY HOSPITAL, 
HANDSWORTH. Required, OBSTETRIC HOUSE SURGEON 
(B2), for 6 months, commencing Ist October, 1949. Salary in 
accordance with recognised scales. The appointment is recognised 
for the D.Obst. R.C.0.G 

Applications, together with copies of 3 recent testimonials, 
to be forwarded to undersigned by 10th September, 1949. 

J. PRESTON, Secretary, Hospital Management Committee. 

Birmingham (Dudley Road) Group Hospitals, 

Dudley Road Hospital, Birmingham, 18. 
BEDFORD COUNTY HOSPITAL. Required, House Surgeon 
(A) or (B2), for the Fracture and Orthopedic Department. 
Appointment limited to 6 months. Salary £300 p.a., with 
residential emoluments. Practitioners holding A posts may apply. 

Applications should be submitted immediately to the Group 
Secretary, St. Peter’s Hospital, Bedford. 

BLACKBURN. QUEEN’S PARK HOSPi (680 Beds.) 
Required, RESIDENT OBSTETRICAL OFFICES (B1) at 
above Hospital, which deals with all the abnormal midwifery 
of the area. The unit is under the clinical direction of a Con- 
sultant Obstetrician. Salary £450 p.a., less £100 for board- 
residence. Applications from R_ practitioners holding B1 
eens cannot be considered unless ineligible for H.M. 
orces. 

Applications, stating age, nationality, experience, quailifi- 

cations, with copies of 2 recent testimonials, to be sent to— 
Dew HURST, Secretary, 
Blackburn and District Hospital Management Committee. 

Royal Infirmary, Blackburn. 

BLACKBURN. QUEEN’S PARK HOSPITAL. (680 Beds.) 
HOUSE SURGEON (A) or (B2) required. Salary £350-£450 p.a., 
according to previous post held, less £100 for board-residence. 
R practitioners within 3 months of qualification may apply, 
when appointment will be limited to 6 months. 

Applications, stating age, nationality, and qualifications with 
dates, with copies of 2 testimonials, to be — to— 

T. DEWHURST, ‘Secretar 
Blackburn and District Hospital Managuncat Committee. 
Royal Infirmary, Blackburn. 
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BLACKBURN. ROYAL INFIRMARY. (244 Beds—7 Residents.) 
HOUSE SURGEON (B2) required for the Orthopedic Depart- 
ment. Salary £400-—£450, according to previous posts held, less 
£100 for board-residence. R practitioners who have completed 
6 months in an A post and 6 Months in a B2 post as general 
House Physician or House Surgeon may apply, and application 
will be made for a deferment of military service. Post recognised 
for the F.R.C.S. examination. 

Applications, stating age, nationality, and qualifications with 
dates, with copies of 2 testimonials, to be sent to— 

T. Dewnorst, Secretary, 
Blackburn and District Hospital Management Committee. 

_ Royal Infirmary, Blackburn. 
BLACKBURN. ROYAL INFIRMARY. (244 Beds—7 Residents.) 
HOUSE SURGEON (A) or (B2) required. Salary £350—£400 
} a according to previous post held, less £100 for board-resi- 

ence. 
those holding A sts, may apply, when appointment will be 
— to 6 months. Post recognised for the F.R.C.S. examina- 

on. 

Applications, stating age, nationality, and qualifications with 
dates, with copies of 2 testimonials, to be sent to— 

. DEWHURST, Secretary, 
Blackburn and District Hospital Management Committee. 

Royal Infirmary, Blackburn. 

BOLTON AND DISTRICT HOSPITAL MANAGEMENT COM- 
MITTEE. Required, E.N.T. JUNIOR REGISTRAR (B1) to the 
hospitals in the Bolton group. Appointment for 1 year. Salary, 
in accordance with Ministry of Health terms and conditions of 
service for Hospital Medical and Dental Staff (England and 
Wales), £670 p.a. It is preferred that appointment be non- 
resident, but in the case of residence being desired a charge of 
£120 p.a. will be made. Applications from practitioners holding 
B1 posts cannot be considered unless ineligible for H.M. Forces. 

Applications, stating age, nationality, and experience, with 
copies of testimonials, to be forwarded to undersigned at the 
Royal Infirmary, Bolton. H TRAVIS, Secretary. 
BOLTON. TOWNLEYS HOSPITAL. (510 Beds.) Bolton and 
DISTRICT HOSPITAL MANAGEMENT COMMITTEE. Applications 
invited from medical practitioners, preferably holding a higher 
qualification in medicine, for appointment of MEDICAL 
REGISTRAR (B1). Salary, &c., in accordance with terms and 
conditions of service for Hospital Medical and Dental Staff 
(England and Wales), for a Registrar £775 p.a. first year, £890 
p.a. second year; or a Junior Registrar £670 p.a., according to 
experience and qualifications. A charge of £120 p.a. will be 
made for residence. Applications from practitioners holding 
B1 posts cannot be considered unless ineligible for H.M. Forces. 

Applications, stating age, nationality, qualifications, experi- 
ence, &c., and names of 2 rsons for reference, should be 
addressed to undersigned at the Royal Infirmary, Bolton. 

H. TRAVIs, Secretary. 
BOLTON ROYAL INFIRMARY. (250 Beds, Resident Medical 
Staff of 8.) Required, CASUALTY OFFICER (A), Male or 
Female. Appointment for 6 months, with salary at £350 p.a., 
less £100 for board and lodgings, in accordance with the terms 
and conditions of service for Hospital Medical and Dental Staff 
(England and Wales). R practitioners ineligible for service with 
H.M. Forces or under 25} years not having held an A post, 
considered. 

Applications, stating age, nationality, experience, and names 
of 2 persons for reference, should be forwarded to undersigned 
at the Royal Infirmary, Bolton. 

H. P. Travis, Secretary, 
Bolton and District Hospital Management Committee. 


BURLEY-IN-WHARFEDALE, near LEEDS. SCALEBOR PARK 
MENTAL HOSPITAL. quired, JUNIOR PSYCHIATRIC 
REGISTRAR (B1). Appointment is full-time, at a salary of 
£670 p.a., non-resident. Accommodation is available for an 
unmarried applicant. Practitioners holding Bl posts should 
not apply unless ineligible for H.M. Forces. The Hospital, 
which is 4 miles from Ilkley, contains 289 Beds, has a high turn- 
over of cases and affords excellent experience and training in 
psychiatry. All modern forms of therapy are carried out and 
outpatient clinics are conducted. - 

Applications, with particulars, and names of 2 referees 
should be sent by 10th September to— 

W. BEST, Secretary, 
Ilkley and Otley Hospital Management Committee. 

Wharfedale Hospital, Menston, near Leeds. 

BRISTOL. FRENCHAY HOSPITAL. (630 Beds.) Cossham and 
FRENCHAY HOSPITAL MANAGEMENT COMMITTEE, BRISTOL. 
Required, ANASSTHETIC REGISTRAR (BI). Frenchay 
Hospital is a General Hospital accommodating the Thoracic 
Surgery. Neurosurgery, and Plastic Surgery Units of the South 
West Region. The successful candidate will be appointed 
to the Hospital staff, but will work mainly in the Thoracic 
Surgery and Neurosurgery Departments. Status within the 
Registrar grades will be decided with reference to the qualifica- 
tions and experience of the candidate appointed. Applica- 
tions from R practitioners now holding Bl posts and ineligible 
for H.M. Forces may apply. 

Applications, stating age, qualifications, and 
with names and addresses of 2 referees, should reach the 
Goaeeteny. Frenchay Hospital, Bristol, by 30th September, 
1949. 
BRISTOL EYE HOSPITAL. United Bristol Hospitals. Required 
RESIDENT JUNIOR OPHTHALMIC 
(B2), Male or Female, post vacant Ist November, 1949, and 
tenable for 6 months. Salary £400 or £450 i according to 
experience of applicant, with full residential emoluments for 
which a deduction is made at rate of £100 p.a. R practitioners 
holding A posts may apply. 

Applications, stating age, qualifications with dates, nation- 
ality, and experience, with 3 recent testimonials, should be sent 
by 12th September, 1949, to— 

STEPHEN C. MERIVALE, Secretary*United Bristol Hospitals. 

Royal Infirmary Branch, Bristol, 2. 
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BRISTOL. SOUTHMEAD GENERAL HOSPITAL GROUP 
MANAGEMENT COMMITTEE. (Southmead Hospital is a general 
and maternity hospital of 523 Beds, including 133 maternity 
beds and a Premature Baby Unit. It is the Obstetric School 
of the University of Bristol and is associated with the University 
Department of Child Health and Peediatrics.) Applications 
invited from registered medical practitioners, Male or Female, 
for following resident appointments, for 6 months commencing 
lst September, 1949 :— 

ANASSTHETIST (B2). 

HOUSE PHYSICIAN» AND BLOOD TRANSFUSION 
OFFICER (B2). Duties of the Blood Transfusion Officer will 
include the organisation and supervision of transfusion work in 


| the Hospital, the care of approximately 20 general medical 


R practitioners within 3 months of qualification, also | 


experience, | 


HOUSE SURGEON 


beds, and part-time duties with the Regional Transfusion 
Service. The post provides opportunities for both clinical and 
laboratory work. 

Salaries and conditions of service in accordance with national 
recommendations—for Ist post £350, 2nd £400, 3rd and subse- 
quent posts £450, less a deduction at rate of £100 p.a. for board, 
lodging, &c. KR practitioners holding A posts may apply. 
Appointments subject to National Health Service (Super- 
annuation) Regulations, 1947/48. 

Application forms obtainable from undersigried to whom they 
should be returned. Candidates applying for more than 1 post 
should state the order of their preference. 

3. C. HANCOCK, D.P.A., F.H.A., Secretary. 

11, Upper Belgrave-road, Clifton, Bristol, 8. i ae 
BLACKPOOL. VICTORIA HOSPITAL. (315 Beds.) Blackpool 
AND FYLDE HOSPITAL MANAGEMENT COMMITTEE. Required, 
RESIDENT ANASFHETIST (B2), post vacant 28th September. 
Female practitioners only are invited to apply. Post recognised 
for the D.A. Salary and conditions of service are in accordance 
with the Ministry of Health terms. 

Applications, stating qualifications with dates, nationality, 
with copies of 3 recent testimonials, should be addressed to 
the Administrative Officer, Victoria Hospital, Blackpool. 


BLACK NOTLEY HOSPITAL, near Braintree, Essex. Colchester 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, RESI- 
DENT HOUSE OFFICER (A) or (B2), Surgeon. General and 
orthopeedic work included in duties, can be first, second, or 
third post. R practitioners withir. 3 months of qualification 
or holding A posts may apply. 

Applications should be addressed to the Secretary, Colchester 
Group Hospital Management Committee, 14, Rope’s-lane, 
Colchester. 


BURY AND ROSSENDALE HOSPITAL MANAGEMENT com- 
MITTEE. Applications invited for under-mentioned posts at 
the 3 main hospitals and the infectious diseases hospital of this 
group of 10 hospitals with 1687 Beds. 

Bury Genera! Hospital, Bury, Lancs (an acute general 
hospital of 161 Beds—mainly surgical with beds for 
orthopedic and other specialties and with a Maternity 
Department of 11 Beds) 

ANZSSTHETIC REGISTRAR (B1), resident or 
nop 


NIOR ORTHOPZDIC REGISTRAR (B1), resident or 
non-resident. 
os SURGEON (B2), Casualty, Eye, and E.N.T., 
resident. 
Rossendale General Hospital, Rawtenstall, Lancs (a general 
hospital of 525 Beds mainly chronic sick with beds for 
acute medical cases and a Maternity Department of 


25 Beds) 

JUNIOR OBSTETRIC REGISTRAR (B1), resident or 
non-resident. 

HOUSE SURGEON (A) or (B2), resident. 

Florence Nightingale Hospital, Bury, Lancs (an infectious 
diseases hospital of 120 Beds) 

HOUSE PHYSICIAN (A) or (B2), resident, to be responsible 
for the cases of infectious diseases in the hospital but also certain 
duties in connexion with medical cases in Bury General Hospital. 

Salaries, &c., in accordance with terms and conditions of 
service for Hospital Medical and Dental Staff (England and 
Wales)—viz., Registrars £670 p.a., non-resident (with deduction 
of £100 where the post is resident); House Officers £350-£450 

.a., according to experience (with deduction of £100 p.a. for 
| eee Py &c.). Tenure of appointment: Registrars 1 year; House 
Officers 6 months. For B1 appointments, R practitioners eligible 
for H.M. Forces holding Bi posts cannot be considered. 
R practitioners within 3 months of qualification or holding A 
posts may apply fom House Officer posts. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of 3 testimonials, should be forwarded 
immediately to undersigned from whom further particulars can 
be obtained. H. WILKINSON, Secretary to the Committee. 

Bury General Hospital, Waimersley-road, Bury, Lancs. 
BRADFORD. ST. LUKE’S HOSPITAL. (1080 Beds.) Resident 
HOUSE SURGEON (B2), Male, required for 6 months, post now 
vacant. Salary at rate of £350-£450 p.a., according to experience, 
less £100 p.a. for residential emoluments. R practitioners holding 
A posts may apply. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of recent testimonials, should be for- 
warded to undersigned at Royal Infirmary, Bradford. 

H. Trusson, Secretary, 
Bradford A Group Hospital Management Committee. 


BRADFORD. ST. LUKE’S HOSPITAL. (1080 Beds.) Resident 
ANZXSTHETIST (B2) required for 6 months, post now vacant. 
Salary at rate of £350-£450 p.a., according to experience, less 
a deduction of £100 p.a. for residential emoluments. R practi- 
tioners holding A posts may apply. F 
Applications, stating age, nationality, 


qualifications, and 


| experience, with copies of recent testimonials, should be for- 
| warded to undersigned at Royal Infirmary, Bradford. 

H. TRUSSON, Secretary, 
Bradford A Group Hospital Management Committee. 
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BRADFORD. ST. LUKE’S HOSPITAL. (1080 Beds.) Orthopadic 
HOUSE SURGEON (A) or (B2) required immediately for 
6 months, post now vacant. Salary £350-—£450 p.a., acco 

to experience, less a deduction of £100 for residential emoluments. 
R practitioners holding A posts may apply. 


Applications stating age, nationality, qualifications, and | 


experience with copies of recent testimonials should be 
forwarded to undersigned at the Bradford Royal Infirmary. 
H. Trusson, Secretary, 
Bradford A Group Hospital Management Committee. 


BURTON-ON-TRENT. GENERAL INFIRMARY. (Acute General 
Hospital—-235 Beds.) BURTON-ON-TRENT HOSPITAL MANAGE- 
MENT COMMITTEE. Required, JUNIOR REGISTRAR AN-S- 
THETIST (B1). Salary £670 p.a., non-resident, in accordance 
with the conditions laid down by the Ministry of Health. R prac- 
titioners holding BL posts cannot be considered unless ineligible 
for H.M. Forces. 


CHICHESTER. GRAYLINGWELL HOSPITAL. Required, 
ASSISTANT MEDICAL OFFICER (Male or Female). Commenc- 
ing salary £700 p.a., non-resident, or a reasonable charge will 
be made for board and lodging. Appointment subject to the 
National Health Service Regulations. This Mental Hospital 
has an admission rate of 700 annually, the great majority of 
whom are recent voluntary patients. All forms of modern 
psychiatric practice are carried out at the hospital which staffs 
3 active outpatient clinics and has special departments and 
staff for clinical research, psychology, and electro-encephalo- 
graphy. Appointment offers excellent opportunities for train- 
ing in psychiatry and regular teaching is organised in the 
hospital for this purpose. Applicants should have held house 
appointments in general hospitals. Previous psychiatric experi- 
ence is desirable, but not essential. 

Applications, with copies of recent testimonials or names of 


| referees, should be sent forthwith to the Medical Superintendent, 


Applications, with all details and copies of recent testimonials, | 


to be sent immediately to J. E. Smrru, Secretary. 
General Infirmary, Burton-on-Trent. 

BURTON-ON-TRENT. GENERAL INFIRMARY. (Acute General 
Hospital—-235 Beds.) BURTON-ON-TRENT HOSPITAL MANAGE- 
MENT COMMITTER. Required, JUNIOR REGISTRAR PATHO- 
LOGIST (B1). Salary £670 p.a., non-resident, in accordance 
with the conditions laid down by the Ministry of Health. 
R practitioners holding B1 posts cannot be considered unless 
ineligible for H.M. Forces. 


Graylingwell Hospital, Chichester. 
CHORLEY AND DISTRICT HOSPITAL, Lancs. Applications 
invited from registered medical practitioners who have held 
house appointments for the post of JUNIOR REGISTRAR (B1), 


| resident. Duties mainly on surgical side. The Visiting Staff 


Applications, with all details and copies of recent testimonials, | 


to be sent immediately to J. KE. Smrru, Secretary. 
_ Genera! Infirmary, Burton-on-Trent. 
BURNLEY. VICTORIA HOSPITAL. (183 Beds.) Required, 
CASUALTY OFFICER (A). Salary £350, less £100 for full 
residential emoluments. R practitioners within 3 months of 
qualification may apply, when appointment will be limited to 
6 months. 

Applications, stating full particulars, with names and addresses 
of 2 referees, should be sent forthwith to J. E. WHEATCROFT, 
Secretary, Burnley and District Hospital Management Com- 


BRIGHTON, 7. ROYAL SUSSEX COUNTY HOSPITAL. Brighton 
AND LEWES HOSPITAL MANAGEMENT COMMITTEE. CASUALTY 
HOUSE SURGEON (B2) required, post vacant 16th September, 
1949. Salary £200 p.a., with full residential emoluments, subject 
to retrospective adjustment. 

Applications, with copies of 3 recent testimonials, should 
be sent to the Administrative Officer, Royal Sussex County 
Hospital, as soon as possible. 


BROMLEY HOSPITAL, Bromiey, Kent. Bromley Group Hospital 
MANAGEMENT COMMITTEE. Required, HOUSE SURGEON (A). 
Appointment is for 6 months. Salary £350-£450 p.a., according 
to experience, less £100 for residential emoluments. R practi- 
tioners within 3 months of qualification may apply. 

Applications, stating age, qualifications with dates, and 
experience, accompanied by names and addresses of 3 referees, 
should be forwarded to Administrative Officer, Bromley Hos- 
pital, Cromwell-avenue, Bromley, Kent. 
CHESTERFIELD AND NORTH DERBYSHIRE ROYAL HOS- 
PITAL. (277 Beds.) Required, ASSISTANT CASUALTY 
OFFICER (A), immediate vacancy, post tenable for 6 months. 
The Hospital serves a thickly-populated industrial and mining 
area and the scope for experience is wide and varied. The 
Hospital is recognised for the Diploma or Fellowship of the 
Royal College of Surgeons. Salary £350 p.a. from which £100 
will be deducted in respect of full residential emoluments. 
R practitioners within 3 months of qualification may apply. 

Applications, stating age, nationality, qualifications, and 
experience, with names and addresses of 3 referees, to be 
forwarded as soon as possible to M. H. BOONE, Secretary, 
pee Hospital Management Committee, Royal Hospital, 

erfield. 

CHELMSFORD AND ESSEX HOSPITAL, London-road, Chelms- 
FORD. HOUSE PHYSICIAN (A) required to commence 24th 
September. Salary £350 p.a., inclusive of emoluments. 

Apply to Secretary, Hospital Management Committee, 
Chelmsford Group, London-road, Chelmsford. 
CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. (202 Beds.) 
RESIDENT MEDICAL OFFICER (B2) required for 6 months 
from 5th September. Wholly medical work. House Physician 


assists. Salary £400 or £450 p.a., according to previous posts | 
held, less £100 p.a. for resident emoluments. RK practitioners | 


holding A posts may apply. : 
Applications, giving 1 particulars, with 3 testimonials, to 


CHICHESTER, SUSSEX. ST. RICHARD’S HOSPITAL. 
Beds.) Required, CASUALTY OFFICER, Male or Female. 
Primarily, appointee will be expected to work in the Admission 
Ward of the Hospital, but may be called upon to undertake 
anesthetics and other duties if requested by the Surgeon- 
Superintendent. Hours of duty 10 a.M.-6#.M. Salary £325 p.a., 
with full residential emoluments. Post now vacant. To 
practitioner appointment limited to 6 months. 

Applications, stating age, qualifications, and experience, and 
giving names of 2 persons to whom reference may be made, 
should be sent to the Surgeon-Superintendent immediately. 


CHICHESTER GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SENIOR REGISTRAR ANATSTHETIST. Applica- 
tions for this appointment are sought from practitioners 4 years 
or more qualified and holding a D.A. Appointment is whole-time 
and entails service throughout the group of 8 hospitals, chiefly 
in Chichester, where the Registrar must arrange to reside. 


consists generally of consultant and_ specialists. Preference 
given to candidates with a Surgical Fellowship. Salary at rate 
of £670 p.a., less £100 for board and residence, and subject to 
National Health Service (Superannuation) Regulations, 1947/48. 
Appointment in the first instance for 6 months but renewable 
for further similar period. Candidates holding Bl posts and 
ineligible for H.M. Forces may apply. 

Applications, stating age, nationality, qualifications, and 
experience, with names,of 3 referees, should be forwarded to 
Joun Gipson, Group Secretary, c/o Royal Infirmary, Preston. 


CAMBRIDGE UNITED HOSPITALS. The Board of Governors 
invite applications for appointment to post of REGISTRAR 
(B1) to the Radiodiagnostic Department, now vacant. Holder 
will work from Addenbrooke’s Hospital. Appointment non- 
resident in the grade of Junior Registrar, or Registrar, according 
to qualifications and experience. Salary in accordance with 
terms and conditions of service of hospital medical and dental 
staff—namely, a basic full-time rate of not less than £670 p.a. 
(for Junior Registrar) and not more than £890 p.a. (for Regis- 
trar). Appointment for 1 year in the first instance, reviewable 
annually. Applications from practitioners holding Bl posts 
cannot be considered unless ineligible for H.M. Forces. 

Applications, stating age, nationality, qualifications with dates, 
and experience, with copies of 3 recent testimonials, should be 
sent by 16th September, 1949, to— 

J. A. BEARDSALL, Secretary. _ 

COVENTRY GROUP NO. 20 HOSPITAL MANAGEMENT 

COMMITTEE. Applications invited for under-mentioned posts :— 
Coventry. Gulson Hospital (307 Beds) 

HOUSE PHYSICIAN (A) or (B2). Appointment for 6 months. 
Salary £250—£350 p.a., according to experience, resident. No 
married quarters available. 

Nuneaton. George Eliot Hospital (late Emergency Hospital) 

HOUSE SURGEON (B2), now vacant. Appointment for 


' 6 months. Salary £300-£350 p.a., according to experience, 


resident. 
Nuneaton Manor Hospital (late Nuneaton General, 131 Beds) 

HOUSE PHYSICIAN (B2), Male or Female, vacant mid- 
September. Salary £300—€350 p.a., resident. 

HOUSE SURGEON (A) or (B2), Male or Female, vacant 
early October. Salary £250—£350 p.a., resident. ~ 

Applications, stating full details as to age, nationality, 
qualifications, and experience, whether married or single, with 
copies of 3 recent testimonials, should be addressed to the 
Secretary, Group 20, Hospital Management Committee, at 
Coventry and Warwickshire Hospital, Coventry. 
CROYDON GENERAL HOSPITAL. (200 Beds.) Required: 
CASUALTY OFFICER (B2). Salary £500 p.a., plus residential 
emoluments valued at £100 p.a. Salary subject to retro- 
spective adjustments on implementation of national salary 
scales for medical staff. Appointment for 6 months in first 
instance. 

Applications to be sent immediately to— 

GEORGE A. PAINEs, Secretary, 
Croydon Group Hospital Management Committee. 

General Hospital, Croydon. apes 
CROYDON GENERAL HOSPITAL. (200 Beds.) Required, 
ASSISTANT PRINCIPAL SURGICAL OFFICER (B1) to 
commence 19th September or as soon as possible after that date. 
Salary £500 p.a., plus residential emoluments valued at £100 
p.a. Salary subject to retrospective adjustment on implementa- 
tion of national salary scales for medical and dental staff. 
Appointment for a period of 6 months in first instance. 

Forms of application obtainable from GEORGE A. PAINES, 
Secretary, Croydon Group Hospital Management Committee, 
General Hospital, Croydon, to be returned immediately. 


CROYDON GENERAL HOSPITAL. (200 Beds.) Required, 
HOUSE PHYSICIAN (B1), either sex, to commence Ist Nov- 


| ember, 1949. Salary £500 p.a., plus residential emoluments 


There are 8 Visiting Angesthetists in the group. Salary £1000 p.a., | 


rising by £100 p.a. to £1300 p.a. ‘ 

Applications, supported by names of 3 referees, should be 
addressed to the Chairman, Hospital Management Committee, 
Royal West Sussex Hospital, Chichester. 
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valued at £100 p.a. Salary subject to retrospective adjustment 
on implementation of national salary scales for medical and 
dental staffs. Appointment for 6 months in first instance. 

Forms of application obtainable from GEORGE A. PAINES, 
Secretary, Croydon Group Hospital Management Committee, 
General Hospital, Croydon, to be returned immediately. 


CROYDON GENERAL HOSPITAL. (200 Beds.) Required, 
RESIDENT ANASSTHETIST (Bl), either sex, to commence 
2nd October, 1949. Salary £500 p.a., plus residential emoluments 
valued at £100 p.a. Salary subject to retrospective adjustment 
on implementation of national salary scales for medical and 
dental staffs. Appointment for 6 months in first instance. 
Forms of application obtainable from GEORGE A. PAINES, 
Secretary, Croydon Group Hospital Management Committee, 
General Hospital, Croydon, to be returned immediately. 


— 
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CHERTSEY. ST. PETER’S HOSPITAL. (403 Beds.) House 
SURGEON (A) or (B2), orthopedic (120 Beds), required for 
6 months. Salary in accordance with qualifications and experi- 
ence according to National Health Service terms of agreement. 
R practitioners within 3 months of qualification or holding A 
posts may apply. 

Inquiries to be made to the Medical Superintendent of the 
Hospital, to whom applications should be sent immediately. 
CHESTER AND DISTRICT HOSPITAL MANAGEMENT COM- 
MITTEE XIII. Applications invited for following posts :— 

Chester Roya! Infirmary 
(a) HOUSE SURGEON (A), Orthopedic Department. 
Chester City Hospital 

(b) 2 HOUSE SURGEONS (A), 1 for Maternity and Gynzeco- 
logical Department consisting of 60 obstetric beds and 12 
gynecological beds. This appointment recognised for the 
D.Obst. R.C.0.G. 

Salary in each case £350 p.a., less £100 in respect of board 
and lodging, &c. R practitioners ineligible for H.M. Forces, or 
under 254 years not having held an A post, considered. 

Chester City Hospital 

(c) HOUSE PHYSICIAN (B2), Peediatric Department. 
Salary £400 p.a., less £100 in respect of board and lodging, &c. 
R practitioners holding A post mav apply. 

Appointments for 6 months, subject to the National Health 
Service (Superannuation) Regulations, 1947/48. 

Applications, giving age, experience, and qualifications, with 

copies of 2 recent testimonials, should be forwarded immediately 
to P. R. J. ARNOLD, Secretary to the Committee, 5, King’s 
Buildings, Chester. 
CHESTER. COUNTY MENTAL HOSPITAL. Psychiatric House 
PHYSICIAN (B2) required. Candidates must have had 6 months’ 
experience as House Surgeon or House Physician in a general 
hospital. Salary £400 or £450 p.a., according to experience. 
In each case a deduction at rate of £100 p.a. in respect of board, 
lodging, and other services provided will be made. 

Apply Medical Superintendent. Endorse envelope ‘‘ House 
Physician.” 

CHESTER ROYAL INFIRMARY. (227 Beds.) Applications invited 
for following appointments :— 

(a) REGISTRAR ANAESTHETIST (resident). 
ment initially for 1 year but may be renewed. Salary £670 p.a., 
less a deduction in respect of emoluments. Applicants must 
have had considerable experience in anesthesia. 

(b) REGISTRAR (non-resident) to the E.N.T. Department. 
Appointment initially for 1 year at a salary of £670 p.a., but 
may be renewed. Applicants must have had considerable 
experience in this type of work. A higher qualification is 
desirable. 

Applications, stating age, qualifications, and experience, 
with copies of 3 recent testimonials, should be sent immediately 
to P. R. J. ARNOLD, Secretary, XIII Chester and District 
Hospital Management Committee, 5, King’s Buildings, Chester 
DARTFORD. THE WEST HILL HOSPITAL. Casualty Officer (A) 
required. Appointment limited to 6 months. Salary £350 a 
year, with deductions at rate of £100 a year in respect of full 
residential emoluments provided. The Hospital is a large general 
hospital providing excellent clinical material and experience ; 
it is close to the station, with an excellent train service to 
London, within 16 miles distance. R practitioners within 3 
months of qualification or ineligible for H.M. Forces considered. 

Applications, stating age, qualifications, experience, nation- 

ality, and names of 2 persons to whom reference may be made, 
should be sent to the Secretary, Dartford Hospital Manage- 
ment Committee, Room No. 21, The Bow Arrow Hospital, 
Dartford, Kent. 
DEVONPORT. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. PLYMOUTH, SOUTH DEVON AND EAST CORNWALL 
GENERAL HOSPITAL MANAGEMENT COMMITTEE. Required, 
HOUSE SURGEON (A), surgery with casualty, post vacant 
25th October. Salary in accordance with National Health 
Service salary scales, with full residential emoluments. ac- 
titioners within 3 months of qualification and liable under the 
National Service Acts may apply, when appointment will be 
for 6 months. 

Applications, stating age, nationality, qualifications, 
experience, with 3 recent testimonials, should be sent to— 
3rd August, 1949. ARTHUR R. Casu, Secretary. 
DERBY. DERBYSHIRE ROYAL INFIRMARY. Derby Area No. | 
HOSPITAL MANAGEMENT COMMITTEE. HOUSE SURGEON 
(B2) required for general surgery, vacant Ist October. 6 months’ 
appointment. Salary £350-£450 p.a., according to experience, 
less £100 per annum for residential emoluments. R practitioners 

holding A posts may apply. 

Applications, with copies of recent testimonials, should be 

sent as early as possible to Secretary, Derbyshire Royal Infirmary, 
Derby. 
DORCHESTER. DORSET COUNTY HOSPITAL. (126 Beds.) 
Required, HOUSE SURGEON (A) or (B2), Male, post now 
vacant. Post tenable for 6 months. Appropriate Ministry of 
Health scales of salary payable with a deduction of £100 p.a. 
for residence. R practitioners within 3 months of qualification 
or holding A post may apply. 

Applications, giving age, qualifications, and nationality, 

with experience, and copies of testimonials,should be sent to the 
Secretary, West Dorset Group Hospital Management Committee, 
Dorchester, Dorset, without delay. 
DONCASTER ROYAL INFIRMARY. (330 Beds.) Required, 
HOUSE SURGEON (A). Salary £350 p.a., from which a 
deduction at rate of £100 p.a. will be made for board, residence, 
&ec. R practitioners, ineligible for H.M. Forces or under 25} 
years not having held an A post, considered. 

Applications, stating age, qualifications with dates, nationality, 
and present post, with copies of 3 recent testimonials, should 
be forwarded immediately to— 


Appoint- 


and 


A. JQNES, Secretary, 
Doncaster Hospital Management Committee. 


DONCASTER HOSPITAL MANAGEMENT COMMITTEE invite 
applications from registered medical practitioners for appoint- 
ment of 2 JUNIOR RESIDENT OBSTETRICAL OFFICERS 
(A) or (B2) at Hamilton Annexe, Doncaster. The posts are 
recognised under the regulations for the D.Obst. R.C.O.G,. 
Appointments for 6 months. Salary £350 p.a. A. or £400 
p.a. B2, with a deduction at rate of £100 p.a. for residential 
emoluments. R practitioners within 3 months of qualification 
or holding A posts may apply. ‘ 
Applications, stating age, ‘nationality, qualifications, and 
experience, with copies of 2 testimonials, should be forwarded 
immediately to the Secretary to the Committee, c/o Doncaster 
Royal Infirmary. 
DUDLEY. THE GUEST HOSPITAL. (154 Beds.) Dudley, Stour- 
BRIDGE AND DISTRICT HOSPITAL GROUP, BIRMINGHAM REGION. 
Required, 2 HOUSE OFFICERS (Resident Surgical) (A) or 
(B2). Post now vacant and tenable for 6 months. Salary 
£350-£450 p.a., according to the number of posts previously 
held. <A deduction of £100 p.a. in respect of residential emolu- 
ments will be made. R practitioners within 3 months of 
qualification or holding A posts may apply. : 
Applications, stating age, nationality, qualifications with 
dates, experience, and details of previous appointments, with 
copies of 3 recent testimonials to H. RAYMOND HURST, Secretary 
to the Management Committee, The Guest Hospital, Dudley. 
DUDLEY. THE GUEST HOSPITAL. Dudley, Stourbridge and 
DISTRICT HOSPITAL GROUP, BIRMINGHAM REGION. Required, 
HOUSE OFFICER (Resident Anesthetist) (A) or (BZ), post 
now vacant and tenable for 6 months. Salary £350-£450 p.a. 
according to the number of posts previously held. A deduction 
of £100 p.a. in respect of residential emoluments will be made. 
R practitioners within 3 months of qualification or holding 
A posts may apply. ‘ ‘ 
Applications, stating age, nationality, qualifications with 
dates, with copies of 3 recent testimonials, to H. RAYMOND 
Hurst, Secretary to the Management Committee, The Guest 
DUDLEY. THE GUEST HOSPITAL. (154 Beds.) Dudley, Stour- 
BRIDGE AND DISTRICT HOSPITAL GROUP, BIRMINGHAM REGION. 
Required, HOUSE OFFICER (Resident Casualty) (A) or (B2), 
Post now vacant and tenable for 6 months. Salary £350-£450 
p.a. according to the number of posts previously held. A deduc- 
tion of £100 p.a. in respect of residential emoluments will be 
made, R practitioners Within 3 months of qualification or 
holding A posts may apply. 
Applications, stating age, nationality, qualifications with 
dates, experience, and details of previous appointments, with 
copies of 3 recent testimonials, to H. RAYMOND HUkstT, Secretary 
Management Committee, The Guest Hospital, Dudley. — 
EAST GRINSTEAD. QUEEN VICTORIA HOSPITAL. (200 Beds- 
Plastic Surgery and Jaw Injuries Centre.) TUNBRIDGE WELLS 
GROUP HOSPITAL MANAGEMENT COMMITTEE, Applications are 
invited from registered medical practitioners (Male or Femaie), 
including R practitioners holding A posts for the post of HOUSE 
SURGEON (B2) to the General Hospital, vacant now. Salary 
and conditions of service according to new scales. Post recognised 
for F.R.C.S. To R practitioners appointment for 6 months. 
Applications, with copies of testimonials, te be sent to the 
Senior Administrative Officer. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. (518 Beds.) 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 
JUNIOR RESIDENT OBSTETRIC HOUSE SURGEON (A), 
post vacant Ist October, 1949. 6 months’ appointment. Post 
recognised for purposes of D.Obst. R.C.0.G. examination. Duties 
include gynecological work. Salary in accordance with terms 
of service issued by the Ministry of Health. Appropriate 
deduction for residential emoluments made from salary. 
practitioners within 3 months of qualification may apply. 
Applications, stating age, nationality, qualifications, and 
experience, with names of 2 referees, to be submitted to the 
Medical Director of the Hospital by 12th September, 1949. 


ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. (518 Beds.) 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 
SENIOR RESIDENT HOUSE PHYSICIAN (B2), post vacant 
15th September, 1949. 6 months’ appointment. Salary in 
accordance with terms of service issued by the Ministry of 
Health. R practitioners holding A posts may apply. 

Applications, stating age, nationality, qualifications, and 
experience, with names of 2 referees, to be submitted to the 
Medical Director of the Hospital by 6th September, 1949. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. (5/8 Beds.) 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. Locum 
RESIDENT ANASSTHETIST required at once for about 
8 weeks. Applicants should have had some previous experience 
of modern anesthetic methods. Salary £12 12s. per week. 
Deduction will be made from salary at rate of £100 p.a. for 
residential emoluments. 

Applications, stating age, qualifications, and experience, with 
copies of up to 3 recent testimonials to the Medical Director 
of the Hospital immediately. es 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. (518 Beds.) 
Required, RESIDENT OBSTETRIC AND GYNASCOLOGICAL 
REGISTRAR (B1), post vacant now. Maternity beds, 52; 
gynecological beds, 24. Applicants should have held previous 
hospital appointments and have had considerable experience 
in obstetrics and gynecology. Preference given to candidates 
holding the M.R.C.0.G. Salary: first year £775 p.a.; second 
year £890 p.a. Appropriate deduction for residential emolu- 
ments will be made from salary. Appointment for 2 years in the 
first place; possibility of extension considered at the end of 
this time, if desired. Applications from practitioners holding 
B1 posts cannot be considered unless ineligible for H.M. Forces. 

Applications, stating age, nationality, qualifications, and 
experience, with names of 2 referees, to be submitted to the 
Secretary, Enfield Group Hospital Management Committee, 
Chase Farm Hospital, Enfield, Middlesex, by 14th September, 
1949. 
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ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. (518 Beds.) 
Required, RESIDENT AN-ESTHETIC REGISTRAR (B1), 
post vacant 26th September, 1949. Post recognised for the D.A. 
Applicants should have held previous hospital appointments 
and have had special experience in the administration of anws- 
thetics. Preference given to candidates holding the D.A. 
Salary first year £775 p.a., second year £890 p.a. Appropriate 
deduction for residential emoluments made from salary. 
Appoint nent for 2 years in the first place : possibility of exten- 
sion ¢ msidered at the end of this time, if desired. Applications 
from practitioners holding Bl posts cannot be considered unless 
ineligible for H.M. Forces. 

Applications, stating age, nationality, qualifications, and 
experience, with names of 2 referees, to be submitted to the 
Secretary, Enfield Group Hospital Management Committee, 
pe Farm Hospital, Enfield, Middlesex, by 24th September, 
EDGWARE GENERAL (formerly Redhill County) HOSPITAL, 
EDGWARE, MIDDLESEX. RESIDENT ANASSTHETIC REGIS- 
TRAR (B1) required, vacant now. Candidates should have good 
experience in modern methods of anesthesia. |Whole-time 
duties under supervision of Medical Director and Senior Anzes- 
thetist. Salary £775 in first year, £890 in second year, less £100 
p.a. for residence. Appointment for 1 year in first instance, 
renewa dle for a second year. Termination by 1 month’s notice. 
Practitioners holding Bl posts cannot be considered unless 
ineligible for H.M. Forces. 

i Applications, with names of 3 referees, to the Secretary, 
Edgware General Hospital, Edgware, Middlesex, by 17th 
September, 1949. Candidates selected for interview will be 
notified by 24th September, 1949. 


EDGWARE GENERAL (formerly Redhill County) HOSPITAL, 
EDGWARE, MIDDLESEX. RESIDENT JUNIOR AN-XSTHETIC 
REGISTRAR (B1), vacant Ist November, 1949. Candidates 
should have held resident appointments in general hospitals and 
have special experience in administering anesthetics. Whole- 
time duties under the supervision of the Medical Director and 
Senior Anesthetist. Salary £670 p.a., deduction of £100 p.a. 
for board, lodging, &ce. Appointment for 6 months in first 
instance, subject to 1 month’s notice. Applications from practi- 
tioners holding Bl posts cannot be considered unless ineligible 
for H.M. Forces. 

Applications, with copies of up to 3 recent testimonials, to 
the Secretary, Edgware General Hospital, Edgware, Middlesex, 
by 17th September, 1949. Candidates selected for interview will 
be notified by 24th September, 1949. 


EXETER. PRINCESS ELIZABETH ORTHOPADIC HOSPITAL. | 


(150 Beds with Annexe.) EXETER AND MID-DEVON HOSPITALS 
MANAGEMENT COMMITTEE. Required, HOUSE SURGEON (A) 
or (B2), Male, post vacant end of August, 1949. Appointment 
for 6 months. Appropriate Ministry of Health salary scale in 
accordance with experience, with full residential emoluments. 
Applications, with copies of 3 recent testimonials, should be 
sent to the Senior Administrative Officer, Princess Elizabeth 
Orthopeedic Hospital, Buckerell Bore, Exeter, Devon. 


EXETER. PRINCESS ELIZABETH ORTHOPADIC HOSPITAL. 
(150 Beds with Annexe.) EXETER AND MID-DEVON HOSPITALS 
MANAGEMENT COMMITTEE. Required, RESIDENT SURGICAL 
OFFICER (B2), Male, immediate vacancy. Appointment for 
6 months. Salary in accordance with e rience and with terms 
of service issued by the Ministry of Health, with full residential 
emoluments. Suitably qualified R practitioners holding A 
appointments are invited to apply. 

Applications, with copies of 3 recent testimonials, to be sent 

to the Senior Administrative Officer, Princess Elizabeth 
Orthopedic Hospital, Exeter. 
EDINBURGH CITY HOSPITAL. Resident Medical Officer (BI) 
for Tuberculosis Wards (200 Beds) required. The post, vacant 
from Ist November, 1949, is under the control of the Tuberculosis 
Physician and is part of University Teaching Unit. Previous 
hospital, but not tuberculosis, experience is necessary. Salary 
£400 or £450 p.a., less £100 in respect of emoluments. Post is 
superannuable and appointment will be for 6 months in the 
first place. 

Applications, with the names of 3 referees, should be sent 

to the Secretary, Royal Victoria and Associated Hospitals 
Board of Management, City Hospital, Greenbank-drive, 
Edinburgh. 
FULBOURN HOSPITAL (Mental), Fulbourn, Cambs. South- 
WEST (NO. 1) HOSPITAL MANAGEMENT COMMITTEE. EAST ANGLIAN 
REGIONAL HOSPITAL BOARD. Required, JUNIOR REGISTRAR 
(B1). Salary in accordance with terms of service issued by the 
Ministry of Health (Grade Spens 3). Applications from practi- 
tioners cannot be conside unless ineligible for H.M. Forces. 
Applications to be sent to the Medical Superintendent. 


GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. (229 
Beds.) Required, CASUALTY OFFICER (Junior Registrar 
status), post vacant Ist October and is resident or non-resident 
as desired. If the latter, duties would cover morning and 
afternoon with alternate weekends. Salary £670 p.a., less 
£100 p.a. if resident. 

Apply, Secretary-Superintendent, 
GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. (229 
Beds.) GYNECOLOGICAL HOUSE SURGEON (A) required, 
post vacant Ist October and tenable for 6 months. Salary 
£350-£450 p.a., aceording to experience, less £100 p.a. for 
residential emoluments. 

Apply, with copies of 3 testimonials, to the Secretary- 
Superintendent by 14th September. J 
GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. (229 
Beds.) HOUSE SURGEON (A) required for General Surgery 


Royal Surrey County 


only, post vacant Ist October and tenable for 6 months. Salary 
£350-£450 p.a., according to experience, less £100 p.a. for 
residential emoluments. 

Apply, with copies of 3 testimonials, to the Secretary -Superin- 
tendent by 14th September. 


GRAVESEND AND NORTH KENT HOSPITAL. Medway and 
GRAVESEND HOSPITAL MANAGEMENT COMMITTEE. Required, 
CASUALTY OFFICER (A), post vacant 15th September. 
Salary in accordance with national scale for House Officers. 
ToR ee Sevag post will be limited to 6 months. 

Applications, stating age, nationality, and qualifications, 
with copies of recent testimonials, should be addressed to the 
Administrative Officer as soon as possible. 


GREAT WARFORD. MARY DENDY HOSPITAL, Great Warford, 
near ALDERLEY EDGE, CHESHIRE. Required, JUNIOR 
REGISTRAR (B1), Male or Female, at above-mentioned Mental 
Deficiency Hospital of 425 Beds. Salary £670 p.a., less charge 
of £100 p.a. if resident. R practitioners holding B1 posts cannot 
be considered unless ineligible for H.M. Forces. 

Applications should be sent to the Secretary, Cranage Hall 

Hospital Management Committee, Cranage Hall, Holmes Chapel, 
near Crewe, Cheshire. 
GLASGOW EYE INFIRMARY. Board of Management for Glasgow 
WESTERN HOSPITALS. RESIDENT HOUSE OFFICER (A) 
required. Salary during the first 6 months at rate of £350 p.a., 
less £100 p.a. for residential emoluments. Appointment initially 
for 6 months with option of extension for a further period of 
6 months. 

Applications to be sent to the Medical Superintendent, Glasgow 
Eye Infirmary, Berkeley-street, Glasgow 3 
GOSFORTH, NEWCASTLE UPON TYN 
ORTHOPEDIC HOSPITAL. (142 Beds.) NEWCASTLE UPON TYNE 
HOSPITAL MANAGEMENT COMMITTEE. Required, ORTHOP BDIC 
REGISTRAR (B1) at above Hospital. Appointment is full- 
time, and may be residemt or non-resident. Preference given 
to those holding the diploma of F.R.C.S. Salary in accordance 
with terms and conditions of service for hospital mecical and 
dental staff for a Trainee Specialist, grade III. The Hospital 
is for the treatment of orthopedic and surgical tuberculous 
conditions in children up to the age of 16. Outpatient clinics 
are held in the County of Northumberland and the City of 
Neweastle, and the Registrar will be required to conduct some 
of these. 

Applications, with names and addresses of 2 referees, should 
be sent to the Secretary of the Hospital. 


GOSFORTH, NEWCASTLE UPON TYNE, 3. W.J. SANDERSON 
ORTHOPEDIC HOSPITAL, (142 Beds.) NEWCASTLE UPON TYNE 
HOSPITAL MANAGEMENT COMMITTEE. Required, HOUSE. 
SURGEON (B2), resident, at above Hospital. The Hospita 
is for the treatment of children up to the age of 16 with ortho- 
peedic and surgical tuberculous conditions. Appointment 
for 6 months. Salary in accordance with terms and conditions 
of service for hospital medical and dental staff. R practitioners 
holding A posts may apply. 

Applications, with names and addresses of 2 referees, should 
be sent by 13th September, 1949, to the Secretary of the 
Hospital. 

HULL. KINGSTON GENERAL HOSPITAL. (398 Beds.) 
Required, REGISTRAR ANACSTHETIST, Male or Female 
post vacant now. Salary: first year £775 p.a.; second an 

subsequent years £890 p.a. If successful candidate is single, 
living accommodation can be provided, in which case an 
appropriate deduction for residential emoluments will be made 
from salary. Suitably qualified practitioners holding B2 appoint- 
ments are eligible to apply, but applications from R practitioners 
holding B1 posts cannot be considered unless they are ineligible 
for H.M. Forces. 

Applications should be submitted as soon as possible on forms 
obtainable from R. J. CARLEsS, Secretary, Hull A Group 
Hospital Management Committee. 
HULL. KINGSTON GENERAL HOSPITAL. (398 Beds.) Required, 
HOUSE OFFICERS (1 medical, 1 surgical), posts (resident) 
vacant in September, tenable for 6 months. National Health 
Service terms and conditions (£350, £400, or £450 p.a., according 
to experience, less £100 p.a. for full residential emoluments). 
R practitioners ineligible for H.M. Forces or under 254 years 
not having held similar post considered. 

Applications should addressed to the Administrative 
Officer at above address. 


R. J. Caress, Secretary, 
Hull A Group Hospital Management Committee. 
HULL. VICTORIA HOSPITAL FOR SICK CHILDREN. (142 
Beds.) Applications invited for appointment of 2 HOUSE 
SURGEONS (A) or (B2), Male or Female, positions now vacant. 
6 months’ appointment. Salaries in accordance with terms of 
service issued by the Ministry of Health. 
Forms of application obtainable from the Administrative 
Officer, V.C.H., Park-street, Hull. 
R. J. CARLESS, Secretary, 
Hull A Group Hospital Management Committee. _ 


HULL. VICTORIA HOSPITAL FOR SICK CHILDREN. (142 
Beds.) Applications invited for position of HOUSE PHYSICIAN 
(A) or (B2), position now vacant. 6 months’ appointment. 
Salary = accordance with terms of service issued by the Ministry 
of Health. 

Form of application obtainable from the Administrative 
Officer, V.C.H., Park-street, Hull. 

R. J. CARLESS, Secretary, 
Hull A Group Hospital Management Committee. _ 

HULL A AND B AND EAST RIDING GROUPS HOSPITAL 
MANAGEMENT COMMITTEES. Required, 2 JUNIOR RADIO- 
LOGIST REGISTRARS (B1) for duties at hospitals under 
control of above Management Committees. Non-resident posts 
and subject to terms and conditions of hospital medical staff 
under National Health Service. Salary at rate of £670 p.a. 
R practitioners holding B1 posts cannot be considered unless 
ineligible for H.M. Forces. : 

Applications should be submitted on forms to be obtained 
from R. J. CARLESS, Secretary to the Management Committee, 
Hull Royal Infirmary. 
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HULL ROYAL INFIRMARY. Required, Casualty Officer (A). HALIFAX. ROYAL HALIFAX INFIRMARY. (298 Beds—Resident 
d Post tenable for 6 months. Salary £350 p.a., less £100 for Medical Staff 7.) Required, RESIDENT ANAXSTHETIST 
° residential emoluments. R practitioners within 3 months of (B2). Salary within range of £250—£350 p.a., plus full residential 
e qualification may apply. emoluments. R practitioners eligible for H.M. Forces holding 
a Forms of application obtainable from, and should be returned A post not considered. 
as soon as possible to, the Administrative Officer, Hull Royal Applications, stating age, nationality, qualifications, and 
> Infirmary. t. J. CARLESS, Secretary, experience, with copies of 3 recent testimonials, to be addressed 
ad Hull A Group Hospital Management Committee. to the Secretary, Halifax Area Hospitals Management Committee, 
- HULL MATERNITY HOSPITAL. (74 Beds.) 2 Junior House toyal Halifax Infirmary, Halifax. ces 
, SURGEONS (A) or (B2) required. Posts tenable for 6 months. HEREFORD. THE GENERAL HOSPITAL. (154 Beds.) Hereford- 
z Salary £350-£450 according to experience. less £100 for residential SHIRE HOSPITAL MANAGEMBNT COMMITTEE. Immediate applica- 
1 emoluments. R practitioners within 3 months of qualification tions invited from registered medical practitioners for appoint- 
e or holding A posts may apply. Hospital is recognised for ment of HOUSE SURGEON (A) in charge of Casualty, E.N.T., 
t the M.R.C.0.G. examination. and Fracture Departments. R practitioners within 3 months of 
Application forms obtainable from, and should be returned qualification and liable under the National Service Acts may 
ll as soon as possible to R. J. CARLESS, Secretary, Hull A Group apply. Appointment will be limited to 6 months and salary 
l, Hospital Management Committee, Hull Royal Infirmary. at rate of £250 p.a., with full residential emoluments. 
HOLMES CHAPEL. CRANAGE HALL HOSPITAL, Holmes Applications, with copies of recent testimonials, should be 
v CHAPEL, near CREWE, CHESHIRE. Required, JUNIOR REGIS- Sent to T. W. Upron, Secretary. 
) TRAR (Bl), Male or Female, at above-mentioned Mental HIGH WYCOMBE AND DISTRICT WAR MEMORIAL HOS- 
- Deficiency Hospital of approximately 500 Beds. Salary £670 p.a. PITAL, HIGH WYCOMBE. (101 Beds.) Required, RESIDENT 
v R practitioners holding B1 posts cannot be considered unless HOUSE OFFICER (third post) (surgical) from 4th September, 
f ineligible for H.M. Forces. 1949. 2 other Resident Medical Staff. Appointment in 
Applications should be sent to the Secretary, Cranage Hall accordance with National Health Service terms and conditions 
v Hospital Management Committee, Cranage Hall, Holmes of service of Hospital Medical and Dental Staff (England and 
Chapel, near Crewe, Cheshire. Wales). Salary £450 p.a., less £100 p.a. in respect of board, 
HUDDERSFIELD ROYAL INFIRMARY. (321 Beds.) Resident lodging, and other services provided. 
2 ANESTHETIST (A) required to commence duties immediately. Applications, with full details and copies of testimonials, 
} Salary in accordance with scales laid down in terms and condi- to ERNEST BARBER, Secretary. . 
|- tions of service of hospital medical and dental staff, with full ISLEW ORTH. WEST MIDDLESEX HOSPITAL. House Physician 
n residential emoluments. Practitioners within 3 months of quali- for Pediatric Unit’ required; registered medica! practitioners 
e fication and liable under the National Service Acts may apply. | who should have ‘held previous House Physician and House 
d when appointment will be for 6 months. Surgeon appointments, and are not liable for national service. 
i Applications, with copies of 3 recent testimonials, to be sent 6 months’ appointment. Salary £150 p.a., plus any temporary 
8 as soon as possible to bonus (now £30 p.a. cash), with full residential emoluments, subject 
8 H. J. JOHNSON, Secretary, to revision upon regrading in accordance with recently issued 
f : Huddersfield Hospital Management Committee. terms and conditions. 
e The Royal Infirmary, Huddersfield. Applications (endorsed ‘* House Physician, W.M.H.’’), stating 
HUDDERSFIELD ROYAL INFIRMARY. (321 Beds.) Casualty age, Qualifications, experience, with copies of up to 3 recent 
d OFFICER (B2) required to commence duties immediately. testimonials, to the Secretary, South-West Middlesex Hospital 
. Salary in accordance with scales laid down in terms and condi- | Management Committee, 1, Churchfield-road, Ealing, W.13. 
N tions of service of hospital medical and dental staff, with full | Closing date 6th September, 1949. 
KE residential emoluments. R practitioners holding A posts may ISLEWORTH. WEST MIDDLESEX HOSPITAL. Senior House 
: apply, when appointment will be limited to 6 months. ANAESTHETIST (B2), resident, required in the Department of 
i Applications, with copies of 3 recent testimonials, to be sent Anesthesia. 6 months’ appointment. Salary £250 p.a., plus any 
- as soon as possible to— temporary bonus (now £30 p.a.), with full residential emoluments, 
t H. J. JOHNSON, Secretary, subject to revision upon regrading in accordance with reeently 
s Huddersfield Hospital Management Committee. | issued terms and conditions. Hospital recognised for purpose of 
8 __The Royal Infirmary, Huddersfield. | D.A. qualification. R practitioners holding A posts eligible. 
HAVERFORDWEST. PEMBROKE COUNTY WAR MEMORIAL | Applications (endorsed ‘‘ Senior House Anzesthetist, W.M.H.’’), 
d HOSPITAL. (130 Beds.) Required, HOUSE SURGEON (A), | Stating age, qualifications, experience, with copies of up to 3 
e Male, post now vacant. Salary £250 p.a., with full residential recent testimonials, to the Secretary, South-West Middlesex 
emoluments. Practitioners within 3 months of qualification | Hospital Management Committee, 1, Churchfield-road, Ealing, 
) and liable under the National Service Acts may apply, when | W.13. Closing date 5th September, 1949, 00 
, appointment will be for 6 months. _ | IPSWICH SANATORIUM. Applications invited for post of 
d Applications in writing, stating age, qualification with dates, | MEDICAL REGISTRAR (B1), graded according to experience 
>, and nationality, with copies of 3 testimonials, to be sent imme- and qualifications. Salary and conditions of service as laid 
n diately, addressed to the Secretary-Superintendent, Pembroke down in the terms of service for hospital medical staffs. 
e County War Memorial Hospital, Haverfordwest. Appointee will live in the Sanatorium, where single or married 
: _ A. W. Younes, Secretary, accommodation is available, and will work in the Sanatorium 
3 West Wales Hospital Management Committee. | and in clinics in the surrounding area. Prospective applicants 
e HAVERFORDWEST. PEMBROKE COUNTY WAR MEMORIAL are invited to visit the Sanatorium by arrangement. The 
HOSPITAL. (130 Beds.) Required, RESIDENT SURGICAL Sanatorium has been closed and is being reopened with 120 Beds. 
8 OFFICER (B1), post now vacant. 2 other Resident Medical The chest diseases service in the area is also being developed 
p Staff. Salary £450 p.a., with full residential emoluments. | and there is wide scope for good work. R practitioners in Bl 
4 R practitioners eligible for H.M. Forces holding B1 posts not | posts cannot be considered unless ineligible for H.M. Forces. 
i, considered. } Applications, with names of 2 referees, to JOHN WILLIAMS, 
) Applications in writing, stating age, qualifications, and | Secretary, Ipswich Group Hospital Management Committee at 
h experience, with copies of 3 testimonials, to be sent immediately | East Suffolk and Ipswich Hospital 000 
g addressed to the Secretary-Superintendent, Pembroke County | IPSWICH GROUP HOSPITAL MANAGEMENT COMMITTEE. 
). War Memorial Hospital, Haverfordwest. — | Applications invited for post of SENIOR REGISTRAR (B1) 
S _ A. W. YounGs, Secretary, | for the Fracture and Orthopedic Department centred on the 
_____—(West Wales Hosvital Management Committee. | Bast Suffolk and Ipswich Hospital. F.R.C.S. essential. Salary 
e HALIFAX GENERAL HOSPITAL. (425 Beds—Resident Medical | in accordance with new terms and conditions of service of 
Staff 11.) HOUSE SURGEON (B2), Male or Female, to the | hospital medical staff. Applications from practitioners holding 
Special Departments, post vacant immediately. Salary within | B1 posts cannot be considered unless ineligible for H.M. Forces. 
5 the range £250-£350 p.a., according to experience, with full Applications should be sent immediately to undersigned at 
2 residential emoluments. Appointment for 6 months, renewable. | East Suffolk and Ipswich Hospital, Ipswich. 
Applications, stating age, sex, nationality, qualifications, _ JOBKN WILLIAMS, Secretary. _ 
b. and experience, with copies of 3 recent testimonials, to be | KETTERING AND DISTRICT GENERAL HOSPITAL. Required, 
of addressed to the Secretary, Halifax Area Hospitals Management | CASUALTY HOUSE SURGEON (B2). Salary £200 p.a., plus 
Committee, Royal Halifax Infirmary, Halifax. | fullemoluments. Appointment in the first instance for 6 months. 
e HALIFAX. ROYAL HALIFAX INFIRMARY. (298 Beds—Resident i practitioners holding A posts may apply. ; 
Medical Staff 7.) Required, SURGICAL REGISTRAR (B1), Applications, stating age, qualifications, &c., with copies of 
Male, resident, post vacant 17th September. Applicants must | 1-3 testimonials, should be sent as soon as possible to— 
E have surgical experience and preferably hold the diploma of the _G. H. FENNELL, Assistant Secretary. _ 
2 Fellowship of the Royal College of Surgeons or have passed the KINGSTON HOSPITAL, Wolverton-avenue, Kingston-upon- 
Si primary examination. Salary in accordance with national scales | THAMES. (600 Beds.) Required, HOUSE OFFICER (obstetrics 
t —i.e., £775-£890 p.a., according to experience, less a deduction and gynecology), vacant Ist October, 1949. Post tenable for 
y for board and lodgings. Applications from practitioners holding 6 months. Salary £450 p.a., with a deduction at rate of £100 
B1 posts cannot be considered unless ineligible for H.M. Forces. p.a. in respect of board and lodging and other services provided. 
e Applications, stating age, nationality, qualifications, and Previous House Officer’s experience in general medicine and/or 
experience, with copies of 3 recent testimonials, should be general surgery essential. 
forwarded to the Secretary, Halifax Area Hospitals Management Applications, stating age, qualifications, and experience, with 
Committee, Royal Halifax Infirmary, Halif ax. copies of testimonials or names of medical referees, should be 
- HALIFAX. ROYAL HALIFAX INFIRMARY. (Resident Staff 7.) sent to the Medical Superintendent, Kingston Hospital, from 
t SECOND HOUSE SURGEON and THIRD HOUSE SUR- whom further particulars regarding appointment can be obtained, 
pe GEON (A) or (B2), Male or Female, now vacant, 6 months’ | LORD AUCKLAND, Secretary, - - 
or posts. Salary for newly qualified practitioners £250 p.a.; after | Kingston Group Hospital Management Committee. — 
bs 6 months’ previous experience £300 p.a.; after 12 months’ KENDAL. WESTMORLAND COUNTY HOSPITAL. (82 Beds.) 
ft  eptowss experience £350 p.a. ; with residential emoluments. | LANCASTER AND KENDAL HOSPITAL MANAGEMENT COMMITTEE. 
A. practitioners eligible for H.M. Forces holding A post not | Required, HOUSE SURGEONS (B2), Male or Female. Salary 
od considered. | £400 p.a., with full residential emoluments. R practitioners 
Applications, stating age, sex, nationality, qualifications, and | holding A posts may apply, when appointment will be limited 
d experience, and enclosing copies of 3 testimonials, should be to 6 months. 
e, sent to the Secretary, Halifax ar" Hospitals Management Applications should be sent to the Administrative Officer, 
Committee, Royal Halifax Infirmary, Halifax. | Westmorland County Hospital, Kendal. 
3l 
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KIDDERMINSTER AND DISTRICT GENERAL HOSPITAL. 
(176 Beds.) MID-WORCESTERSHIRE HOSPITAL MANAGEMENT COM- 
MITTEE. Required, HOUSE SURGEON (A). Salary £350 p.a., 
less £100 for residential emoluments. R practitioners within 
3 months of qualification may apply, when appointment will be 
limited te 6 months. 

Applications, with copies of recent testimonials, should be 
sent at once to the Acting Administrative Officer at above 
Hospital. 
LANCASTER. ROYAL LANCASTER INFIRMARY. (226 Beds.) 
Required, JUNIOR REGISTRAR ANAXSTHETIST, resident, 
post vacant immediately for 1 year. Salary, &c., in accordance 
with terms and conditions of service for Hospital Medical and 
Dental Staff (England and Wales). R practitioners holding 
B1 post not considered unless ineligible for H.M. Forces. 

Applications, stating age, qualifications, and experience, with 

references, should be forwarded to the Secretary, Lancaster and 
Kendal Hospital Management Committee, Royal Lancaster 
Infirmary, Lancaster. 
LANCASTER. ROYAL LANCASTER INFIRMARY. (226 Beds.) 
Required, JUNIOR REGISTRAR, Orthopedic and Casualty ; 
resident, post vacant 9th September, 1949. Tenure of appoint- 
ment 1 year. Post recognised for the primary fellowship 
examination. Salary &c., in accordance with terms and condi- 
tions of service for Hospital Medical and Dental Staffs (England 
and Wales). R practitioners holding Bl posts not considered 
unless ineligible for H.M. Forces. 

Applications should be forwarded to the Secretary, Lancaster 
and Kendal Hospital Management Committee, Royal Lancaster 
Infirmary, Lancaster. 
LEAMINGTON SPA. WARNEFORD GENERAL HOSPITAL. 
(207 Beds.) Required, RESIDENT HOUSE SURGEON (A) 
for 6 months’ appointment. Salary £350 p.a., less £100 for 
residential emoluments. R practitioners within 3 months of 
qualification may apply. 

Applications to be sent as soon as possible to— 

Miss V. WELLS, Assistant Secretary. 
LEAMINGTON SPA. WARNEFORD GENERAL HOSPITAL. 
(207 Beds.) Required, RESIDENT HOUSE SURGEON (B2) 


to the E.N.T. and Ophthalmic Departments. 6 months’ 
appointment. Salary £400 p.a., less £100 for residential emolu- 
ments. R practitioners holding A posts may apply. 


Applications to be sent as soon as possible to— 
Miss V. WELLS, Assistant Secretary. 
LIVERPOOL UNITED HOSPITALS. Applications invited from 
registered medical practitioners, Male and Female, for posts as 
Resident Medical Officers (A) and (B2) for 6 months from 
Ist October, 1949, to 31st March, 1950, as follows : 
Liverpool Royal Infirmary 
HOUSE SURGEON (skin and casualty). 
David Lewis Northern Hospital 
HOUSE SURGEON to Orthopedic Department. 
Royal Southern Hospital 
CASUALTY OFFICER, Caryl-street. 
HOUSE SURGEON to Skin, Eye, E.N.T., and Gynecological 
Departments. 
Liverpool Stanley Hospital 
HOUSE .SURGEON. 
CASUALTY OFFICER. 


Salary £350-—€450 p.a., according to experience, less £100 for | 


board and residence, in accordance with the nat ionally agreed 
terms and conditions of service (House Officers). R practitioners 
holding A posts or within 3 months of qualification may apply. 

Applications, with full details and stating order of preference, 
should be sent as soon as possible to— 

A. V. J. Hinps, Secretary, 
The United Liverpool Hospitals. 

80, Rodney-street, Liverpool, 1, 24th August, 1949. 
LIVERPOOL. ROYAL LIVERPOOL CHILDREN’S HOSPITAL. 
THE UNITED LIVERPOOL HOSPITALS. Applications invited from 


registered medical practitioners, Male and Female, for posts as | 


Resident Medical Officers (A) and (B2) for 6 months from 
Ist October, 1949, to 31st March, 1950, as follows :— 
HOUSE SURGEON (Skin, Eye, and E.N.T.), City Branch. 
HOUSE SURGEON, Heswall Branch. 


| 


Salary £350—€450 p.a., according to experience, less £100 for | 


board and residence, in accordance with the nationally agreed 
terms and conditions of service (House Officers). R practitioners 
holding A posts or within 3 months of qualification may apply. 
Applications, with full details and stating order of preference, 
should be sent as soon as possible to— 
A. V. J. HINDS, Secretary, 
The United Liverpool Hospitals. 
80, Rodney-street, Liverpool, 1, 24th August, 1949. 
LINCOLN COUNTY HOSPITAL. (200 Beds.) Applications 
invited from registered medical practitioners, including Medical 
Officers recently demobilised from H.M. Forces, for post of 
ANAHSTHETIC REGISTRAR (resident). Salary £775 p.a., 
less residential emoluments, and subject to Ministry of Health 
terms and conditions of service. Candidates must have held house 
appointments and had experience in anesthetics. Preference 
given to candidates holding the D.A. Applications from practi- 
tioners holding Bl posts cannot be considered unless ineligible 
for H.M. Forces. 
Applications should be forwarded immediately to— 
RONALD W. Howick, Secretary, 
Lincoln No. 1 Hospital Management Committee. 
County Hospital, Lincoln. 
MORPETH, NORTHUMBERLAND. ST. GEORGE’S HOSPITAL. 
Locum Tenens MEDICAL OFFICER required immediately for 
an indefinite period, not less than a month but possibly longer. 
Knowledge of psychiatry desirable but not essential. la 
10-12 guineas weekly, according to experience, usual residential 
emoluments. Suitable applicants may be considered for an 


existing vacancy on the permanent staff. 
Applications, stating age and relevant particulars, to be 
addressed to the Medical Superintendent. 
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LEIGH INFIRMARY, Lancs. (General WHospital—i02 Beds.) 
CASUALTY OFFICER (A), Male or Female, required at above 
Hospital. Salary in accordance with latest Ministry of Health 
scales, including board, residence, &c. practitioners within 
3 months of qualification may apply, when appointment limited 
to 6 months. 

Applications, stating age, qualifications with dates, and 
nationality, with copies of 3 recent testimonials, should be sent 
as soon as possible to— 

T. W. Hurst, Secretary, 
Wigan and Leigh Hospital Management Committee. 

Knowsley House, Wigan-lane, Wigan, Lancs. 
MANCHESTER. BOOTH HALL CHILDREN’S HOSPITAL 
(525 Beds.) MANCHESTER BABIES’ AND CHILDREN’S HOSPITAL 
MANAGEMENT COMMITTEE. Locum Tenens RESIDENT SUR- 
GICAL OFFICER required from 17th September—ist October, 
1949, inclusive. Fee 15 guineas per week, all found. 

Applications, as soon as possible, to the Medical Superinten- 
dent, Charlestown-road, Blackley, Manchester, 9. y 
MANCHESTER. SAINT MARY’S HOSPITALS. United Man- 
CHESTER HOSPITALS. Required, OBSTETRICAL HOUSE 
SURGEONS (B2), Male and Female, for 6 months from Ist 
October, 1949. Salary at a rate to be agreed by national 
negotiation. R practitioners holding A post may apply. 

Applications to be sent to the undersigned by 19th September. 

25th August, 1949. A. R. Wisk, General Superintendent. 
MANCHESTER, 4. ANCOATS HOSPITAL, Miil-street. North 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Required, 
RESIDENT HOUSE OFFICER (A) to a General Surgeon. 
Salary and emoluments payable in accordance with the National 
Health Service terms and conditions. 

Applications, stating age and qualifications, names and 

addresses of 2 referees, should be addressed as soon as possible 
to JoHN H. DAFFORNE, General Superintendent. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. (135 Beds.) 
MID-KENT HOSPITAL MANAGEMENT COMMITTEE, GROUP 13. 
Applications invited for appointment of HOUSE SURGEON 
(B2), post vacant 6th September, 1949. 6 months’ appointment. 
Post recognisable for F.R.C.S. (Eng.). Salary £400 a year, less 
£100 a year for board and lodging. R practitioners holding A 
posts may apply. 

Applications, stating age, nationality, qualifications, experi- 
ence, with names and addresses of 2 responsible persons to whom 
reference may be made as to professional ability and character, 
should be forwarded as soon as possible to the Administrative 
Officer at the Hospital, 
MANSFIELD. HARLOW WOOD ORTHOPADIC HOSPITAL, 
near MANSFIELD, NOTTS. Required, RESIDENT HOUSE 
SURGEON (B2), Male or Female. Appointment for 6 months. 
Salary, with full residential emoluments, £300 p.a., but adjust- 
ment will be made in accordance with the appropriate National 
Health Service scale. Practitioners holding A posts may apply. 

Applications, with testimonials, to be sent to the Secretary, 
Nottingham No. 5 Hospital Management Committee. 


MANSFIELD AND DISTRICT GENERAL HOSPITAL. (250 Beds.) 
MANSFIELD HOSPITAL MANAGEMENT COMMITTEE, GROUP 18. 
Required, HOUSE PHYSICIAN (A). 6 months’ appointment. 
Salary in accordance with terms of service issued by Ministry 
of — R practitioners within 3 months of qualification may 
apply. 

Applications, stating age, qualifications, and copies of 2 recent 
testimonials, should be forwarded as soon as possible to— 

A. ASHWORTH, Secretary. 


MANSFIELD AND DISTRICT GENERAL HOSPITAL. Mansfield 
HOSPITAL MANAGEMENT COMMITTEE, GROUP 18. Required, 
CASUALTY OFFICER (B2). 6 months’ appointment. Salary 
in accordance with terms of service issued by the Ministry of 
Health. R practitioners holding A posts may apply. 

Applications, stating age, qualifications, and copies of 2 recent 
testimonials, to be forwarded as soon as possible to— 

A. ASHWORTH, Secretary. 
MANSFIELD AND DISTRICT GENERAL HOSPITAL. Mansfield 
HOSPITAL MANAGEMENT COMMITTEE, GROUP 18. Required, 
HOUSE SURGEON (A) or (B2). 6 months’ appointment. 
Salary in accordance with terms of service issued by Ministry 
of Health. R practitioners within 3 months of qualification 
or holding A posts may apply. 

Applications, stating age, qualifications, and copies of 2 
recent testimonials, should be forwarded as soon as possible to— 

A. ASHWORTH, Secretary. 

MIDDLESBROUGH. WEST LANE HOSPITAL FOR INFEC- 
TIOUS DISEASES. (203 Beds.) CLEVELAND HOSPITAL MANAGE- 
MENT COMMITTEE GROUP NO. 12. Required, REGISTRAR (B11), 
resident. Preference given to applicants who have held resident 
surgical and medical posts in a general hospital. Salary in 
accordance with terms of service issued by the Ministry of 
Health and will be according to the grading awarded the 
successful candidate by the Regional Hospital Board, viz., 
Junior Registrar, Registrar, or Senior Registrar. Suitably 
qualified R practitioners holding B2 appointments, also those 
— ~ B1 posts and ineligible for H.M. Forces, are invited to 
apply. ‘ 

Applications, stating full particulars, with copies of 2 recent 
testimonials, should, be sent to the Physician-Superintendent, 
West Lane Hospital, Middlesbrough, by 5th September, 1949. 
There are no special forms. Canvassing is prohibited. Married 
quarters are not available. L. BRITTAIN, Secretary. 


NO. 1 HOSPITAL MANAGEMENT COMMITTEE. CASUALTY HOUSE 
SURGEON (A), Male or Female. Salary £300 p.a., with full 
residential emoluments. Practitioners within 3 months of 
qualification and liable under the National Service Acts may 
apply, when appointment will be for 6 months. 

Applications to be sent to the Assistant Secretary, London- 
road, Newark-on-Trent. 
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—— DISTRICT HOSPITAL. (8! Beds.) Nottingham Area 
1 HOSPITAL MANAGEMENT COMMITTEE. Required, RESI- 
DENT MEDICAL OFFICER (B2). Salary £350 p.a., plus the 
usual residential emoluments. R rac titioners holding A posts 
may apply when appointment will be limited to 6 months. 

Applications to be sent to the Assistant Secretary, London- 

road, Newark-on-Trent. 
NEWCASTLE UPON TYNE UNITED HOSPITALS. Applications 
invited for posts of (a) JUNIOR REGISTRAR, (b) REGIS- 
TRAR, in the Department of Anzsthesia at the Royal Victoria 
Infirmary, Newcastle upon Tyne, which is associated with the 
Medical School of the University of Durham. Posts are of 
Junior Registrar or Registrar status, depending upon the candi- 
date’s experience, and are non-resident except for rotational 
eme ree ncy duty. Hospital recognised for the D.A., and, there 
are facilities for training and opportunities for the pursuit of 
clinical investigations. Sound general training in medicine and 
surgery is desired but previous experience in ansesthetics is not 
essential. 

Applications, stating age, nationality, 
experience, with names and addre sses of 3 referees, 
sent by 7th September, 1949, 

W. SANDERSON, ease Governor and Secretary. 

Royal V ic toria Infirmary, Neweastle upon Tyne. 

NORWICH, LOWESTOFT AND GREAT YARMOUTH 
(GROUP 6) HOSPITAL MANAGEMENT COMMITTEE. UNITED NORWICH 
HOSPITALS. Applications invited for under-mentioned appoint- 
ment :— 

West Norwich Hospital, Norwich 

HOUSE SURGEON (B2), Male or Female. Salary £250 p.a., 
with full residential emoluments. R _ practitioners holding A 
posts may apply, when appointment will Re limited to 6 months ; 
otherwise for 1 year. 

Applications to be sent to F. L. GATFIELD, Secretary, Norwich, 
Lowestoft and Great Yarmouth Hospital ena Com- 
mittee, Norfolk and Norwich Hospital, Norwi 
NOTTINGHAM GENERAL HOSPITAL. Senter Technician, 
holding the final qualification (preference given to Fellows) of 
the I.M.L.T. by examination in bacteriology or hematology 
and with all-round experience, required at the Pathological 
Department, Nottingham General Hospital. Salary in accordance 
with Ministry of Health scale; commencing figure according 
to experience. 

Applications, 
Secretary, Nottingham Area No. 1 Hospital Management Com- 
mittee, Nottingham General Hospital, immediately. 
NOTTINGHAM GENERAL HOSPITAL (603 an 
“The Cedars” Branch Hospital) and RUDDIN 
AUXILIARY HOSPITAL. Required, RESIDENT ORTHO OPEDIC 
FRACTURE HOUSE 


qualifications, and 
should be 


AND SURGEON. Applicants should 
have had previous experience in fracture and orthopedic 


with 3 haatteentet, to be submitted to the © 


work. The Orthopedic Department serves a large industrial — 


district and post offers exceptional experience in traumatic 
surgery. Duties to commence the beginning of August. Salary 
and conditions of service in accordance with national recom- 
mendations ; for first post £350, second £400, third and subse- 
quent posts £450, less deduction at rate of £100 p.a. for board, 
lodging, &c. Appointment for 6 months in the first instance. 
Appointment su ject to National Health Service (Superannua- 
tion) Regulations, 1947/48. 

Applications, with copies of testimonials, should be sent as 
soon as possible to— 

HENRY M. STANLEY, Secretary 

Nottingham Area No. 1 Hospital Management Committee. 
NOTTINGHAM GENERAL HOSPITAL. (603 Beds, including 
“The Cedars” Branch Hospital.) JUNIOR CASUALTY 
OFFICER (A) required. uties to commence on or about 
2nd August, 1949. Salary and conditions of service in accordance 
with the published conditions of the National Health Service. 
To practitioners liable for service with H.M. Forces appointment 
for 6 months. 

Applications, age, qualifications, and experience, with 
copies of testimonials, to be sent to— 

HENRY M. STANLEY, Secretary 

Nottingham Area No. 1 Hospital M anagement Committee. 
NOTTINGHAM GENERAL HOSPITAL. Applications invited from 
registered medical practitioners for appointment of AURAL 
REGI STRAR (non-resident); duties to commence as soon as 
possible. Salary and conditions of service in accordance wi 
published conditions of National Health scheme. The E.N.T. 
Department has 53 Beds, a large Outpatient Department, and is 
recognised for the D.L.O. 

Applications to be addressed to undersigned, stating age, 
qualifications, and experience, together with copies of testi- 
monials. HENRY M. STANLEY, Secretary, 

Nottingham Area No. 1 Hospital Manage ment Committee. 
ORSETT LODGE HOSPITAL. Required, House Surgeon (B2). 
Appointment for 6 months from 31st October, 1949. Salary 
£350-£450 p.a., according to experience, less £100 p.a. in respect 
of full residential emoluments. R practitioners holding A posts 
may be accepted. 

Applications, with copies of 3 recent testimonials, should be 
forwarded as soon as possible to— 

ERNEST E. TAYLOR, Secretary, 
South-East Essex Hospital Management Committee. 
Secretary’s Office, Thurrock Hospital, Grays, Essex. 


NORTHAMPTON GENERAL HOSPITAL. (464 Beds.) Required, 


(A) or (B2). Post will be classified 
according to experience. Appointment will, in the first instance, 
be made for 6 months. Salary £350 a year, less £100 for resi- 
dential emoluments, if A post, and at rate of £400 or £450 a 
year, less £100 for residential emolumen ts, if B2 post. R practi- 
tioners within 3 months of qualification or holding A posts 


CASUALTY OFFICER 


may apply. 

yo = giving age, qualifications with dates, &c., 
and enclosing copies of 3 testémonials, should be received 
by 7th September, 1949. S. G. Hitt, Secretary, 


Northampton and District Hospital Management Committee. 


NORTHAMPTON GENERAL HOSPITAL. (464 Beds.) Required, 
GENERAL HOUSE SURGEON (A) or (B2), recognised for the 
F.R.C.S. Diploma. Post will be classified ace cording to experience 
Appointment will, in the first instance, be made for 6 months. 
Salary £350 a year, less £100 for residential emoluments, if 
A post, and at rate of £400 or £450 a year, less £100 for residential 
emoluments, if B2 post. R practitioners within 3 months of 
qualification or holding A posts, may apply. 


Applications, giving age, qualifications, with dates, &c., 
and enclosing copies of 3 testimonials, should be received 
7th September, 1949.» S. G. Huy, Secretary, 


Northampton and District Hospital Manageme nt Committee. 
NORTHAMPTON GENERAL HOSPITAL. (464 Beds.) Required, 
ORTHOPADIC HOUSE SURGEON (A) or (B2), recognised 
for the F.R.C.S. Diploma. Post will be classified according to 
experience. Appointment will, in the first instance, be made 
for 6 months. Salary £350 a year, less £100 for residential 
emoluments, if A post, and at rate of £400 or £450 a year, less 
£100 for residential emoluments, if B2 post. R practitioners 
within 3 months of qualification or holding A posts may apply. 

Applications, giving age, qualifications with dates, &c., 
and enclosing copies of 3 testimonials, should be received 
by 7th September, 

8. Secretary 
_Northampton and Distrie t Hospital he ment Committee. 


OLDHAM ROYAL INFIRMARY. Required, House Surgeon 
(Orthopedic) and ASSISTANT CASUALTY OFFICER (A). 
Salary £350 p.a., less £100 residential emoluments. R _ practi- 
tioners within 3 months of qualification may apply, when 
appointment will be limited to 6 months. 

Applications, giving details of qualifications and experience, 
with copies of 2 recent testimonials, should be forwarded 
immediately to— F. W. BARNETT, Secretary, 

Oldham and District Hospital Management Committee. 

Central Offices, Rochdale-road, Oldham. 

OXFORD. RADCLIFFE INFIRMARY. United Oxford Hospitals. 
Required, SURGICAL REGISTRAR (B1) for 1 year from 
Ist October, 1949. Applicants should have had surgical experi- 
ence in house appointments and should preferably hold the 
diploma of F.R.C.S. The salary in accordance with the national 
stales for Registrar or Senior Registrar, according to experience 
of the practitioner appointed. Post is non-resident, but holder 
is expected to reside in the Infirmary when the firm to which he 
is attached is on emergenty call. 

Applications stating name, age, nationality, qualifications, 
experience, and present appointment, together with names 
of 3 referees, should reach the Administrator, The Radcliffe 
Infifmary, Oxford, by first post on 12th September, 1949. 
PADDOCK WOOD, KENT. ‘“ MOATLANDS.” Required, Resi- 
DENT OBSTETRICAL OFFICER (A) or (B2), Female. 
6 months’ appointment from Ist November. Salary in accord- 
ance with terms of service issued by the Ministry of Health. 
R practitioners within 3 months of qualification may apply. 

Applications, with copies of 2 recent testimonials, to be sent 
to the Secretary, Woolwich Group Hospital Management Com- 
mittee. Memorial Hospital, Shooters Hill, 8.E.18 
PETERBOROUGH. THE GABLES MATERNITY HOME AND 
THORPE HALL. (56 Obstetric Beds.) Required, HOUSE SUR- 
GEON (B2), appointment will take effect from Ist September. 
Duties will be those of H.S. to the Gynecologist and Obstetrician 
(there are 2 Residents). Salary in accordance with terms of 
service issued by the Ministry of Health. R practitioners holding 
A posts may apply, when appointment will be limited to 6 months. 

Applications, with copies of testimonials, should be sent as 

soon as possible to the Secretary, Peterborough Area Hospital 
Management Committee (No. 12 Group), 54, Park-road, 
Peterborough. 
PETERBOROUGH AND DISTRICT MEMORIAL HOSPITAL. 
NO. 12 GROUP (EAST ANGLIAN) AREA HOSPITAL MANAGEMENT 
COMMITTEE. Required, RESIDENT HOUSE PHYSICIAN 
(A). 6 months’ appointment. Salary £300 p.a., with full board, 
residence, and laundry. R practitioners within 3 months of 
qualification may 

Apply to F. A. TAYLOR, House Governor and Secretary, 
Midland-road, 
PORTSMOUTH. ROYAL PORTSMOUTH HOSPITAL. (305 
Beds.) PORTSMOUTH GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Required, HOUSE SURGEON (B2), post now vacant. Salary 
in accordance with National Health Service terms and conditions 
of service of Hospital Medical and Dental Staff (England and 


Wales). 6 months’ appointment. R practitioners holding A 
posts may apply. 
Asolcatious, ‘giving full details of experience, age, and 


nationality, with copies of 3 recent testimonials, should be 
submitted as soon as possible to— 
G. A. HuauHes, Secretary-Superintendent. 
Royal Portsmouth Hospital. 


PONTYPOOL AND DISTRICT HOSPITAL, Pontypool, Mon. 
RESIDENT SURGICAL OFFICER (B1) required, post vacant 
8th September, 1949. Salary £450 p.a., with full residential 
emoluments. Appointment for 6 menths in the first instance. 

Applications, stating age, qualifications, and with copies of 
3 recent testimonials, to be sent to T. A. JONES, Secretary, 
Newport and East Monmouthshire Hospitals Management 
Committee, 16, Cardiff-road, Newport, Mon. 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, Greenbank-road. PLYMOUTH, SOUTH DEVON AND 
EAST CORNWALL GENERAL HOSPITAL MANAGEMENT COMMITTEE. 
Required, RESIDENT ANACSTHETIST (B2), post vacant 
30tb October. Salary in accordance with National Health Service 
salary scales, with full residential emoluments. R practitioners 
holding A posts and who have not completed a 5 months’ 
tenure of those posts may apply, when appointment will be 
limited to 6 months. 

Applications, stating age, nationality, qualifications, and 
experience, with 3 recent testimonials, should be sent to— 

3rd August, 1949. ARTHUR R. Casa, Secretary. 
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PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, Greenbank-road, PLYMOUTH. Required, HOUSE 
SURGEON (A) to the E.N.T. Dept., post waaas forthwith. 
Salary £250 p.a., full residential emoluments. R practitioners, 
ineligible for H.M. Forces or under 254 years not having held an 

post, conside To practitioner liable for service with 
H.M. Forces appointment for 6 months. 

Applications to— ARTHUR R, CASH, Secretary, 
Plymouth, South Devon, and East Cornwall 
General Hospital Management Comunittee. 


READING AND DISTRICT HOSPITAL MANAGEMENT COM- 
MITTEE. Required, BIOCHEMIST to the Reading group of 
hospitals. Applicants must be university graduates, but not 
necessarily medically qualified, and should have had experience 
of hospital biochemistry. Salary, according to qualifications 
and experience, within range £800—£1000 p.a. 

Applications to be submitted to the Chief Administrative 
Officer at 3, Craven-road, Reading (marked ** Appointment of 
Biochemist *’), from whom further particulars may be obtained, 
by 30th September, 1949. 


PLYMOUTH. THE SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, Freedom Fields, PLYMOUTH. Required, HOUSE 
SURGEON (A), post now vacant. Salary £250 p.a., with 
full residential emoluments. Practitioners’ within 3 months 
of qualification and liable under the National Service Acts may 
apply, when appointment will be for 6 months. 
recognised for the F.R.C.S. (Eng.). 

Applications, with copies of 1-3 recent testimonials, should 
be sent immediately to— 

THUR R. CasH, Secretary 


The Plymouth, South Devon, and East Cornwall 
General Hospital Management Committee. 


PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, Freedom Fields, PLYMOUTH. Required, HOUSE 
PHYSICIAN (A), post vacant Ist October, 1949. Appointment 
for 6 months and terminable by 1 month’s notice on either side. 
Salary in accordance with National Health Service salary scales 
with residential emoluments. 
qualification and liable under the National Service Acts may 


apply. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of 3 recent testimonials, should 
sent to— ARTHUR R. CasH, Secretary, 

Plymouth, South Devon, and East Cornwall 

General Hospital Management Committee. 
TS. . THE SOUTH DEVON AND EAST CORNWALL 
HOSPIT Freedom Fields, PLYMOUTH. 
AN ESTHETIST (B2), Male or Female, post now vacant. 
Salary £300 p.a., with residential emoluments. R practi- 
tioners holding A posts may apply when appointment will be 
limited to 6 months. 

Applications, stating age, nationality, qualifications, and 
experience, with 3 recent testimonials, should be sent to— 

ARTHUR R. Casu, Secretary, 

The Plymouth, South Devon, and East Cornwall 
General Hospital Management Committee. 
PONTEFRACT GENERAL INFIRMARY AND THE HYDES 
HOSPITAL. (102 Beds.) Required, HOUSE PHYSICIAN (A), 
Male, 6 months’ appointment. Salary £350 p.a., less £100 
for residential emoluments. R practitioners within 3 months 
of qualificaticn may apply. 

Applications should be sent to— 

Davip J. RicHarps, Secretary, Pontefract and 
Castleford Hospital Management Committee. 
Pontefract General Infirmary, Southgate, Pontefract. 


Practitioners within 3 months of | 


Hospital | 


Required, RESIDENT | 


READING. ROYAL BERKSHIRE HOSPITAL. 
DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
CASUALTY OFFICER AND ORTHOPADIC HOUSE 
SURGEON (82), Male, post vacant 18th August, 1949. salary 
£300 -p.a. (subject to retrospective adjustment in accordance 
with national scales), full residential emoluments. R_ prac- 
titioners holding A posts may apply. 

Applications, stating age, qualifications with dates. nationality, 

present post, with copies of 3 recent testimonials. should be 
submitted immediately to Administrative Officer, Royal Berk- 
shire Hospital, Reading. 
READING. ROYAL BERKSHIRE HOSPITAL. (383 Beds.) Reading 
AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. Required, 
RESIDENT MEDICAL OFFICER (Blagrave Branch) and 
ASSISTANT TO THE PATHOLOGIST (A), post vacant 
4th October, 1949. Post provides opportunity for further medical 
studies. Appointment for 6 months. Salary £300 p.a., less 
£100 for residential emoluments (subject to retrospective adjust- 
ment in accordance with national scales). R practitioners 
within 3 months of qualification may apply. 

Applications, stating age, qualifications with dates, nationality, 

present post, with copies of 3 recent testimonials, should be sent 
immediately to the Administrative Officer, Royal Berkshire 
Hospital, Reading. 
ROMFORD. OLDCHURCH HOSPITAL. (750 Beds.) Required, 
JUNIOR MEDICAL OFFICER (B2) Ml casualty duties. 
Salary provisionally £472 10s. a year, rising by £25 annually to 
£650 a year, plus cost-of-living bonus, with residential emolu- 
ments valued £160 a year, pending the implementation of the 
recommendations of the Spens report. Appointment subject 
to provisions of the appropriate superannuation scheme and to 
passing a medical examination. 

Applications, stating age, qualifications, present appointment, 
and experience, to be sent, with names of 2 referees, to the 
Secretary, Romford Group Hospital Management Committee, 
Oldchurch Hospital, Romford, immediately. 


“Reading and 
Required, 


ROMFORD. RUSH GREEN HOSPITAL. (250 Beds.) Required, 
HOUSE SURGEON (B2). Salary provisionally £280 a year, 
plus cost-of-living bonus (at present £24 18s.), with free single 
quarters and board, pending the implementation of the recom- 
mendations of the Spens report. Appointment subject to 
provisions of the appropriate superannuation scheme and to 
passing a medical examination. R practitioners holding A posts 
may apply, when appointment will be limited to 6 months; 


| otherwise 1 year. 


PONTEFRACT GENERAL INFIRMARY AND THE HYDES | 


Required, HOUSE SURGEON (A), 
Salary £350 p.a., less £100 for 


HOSPITAL. (102 Beds.) 
Male. 6 months’ appointment. 
residential emoluments. 
qualification may apply. 
Applications should be sent to— 
Davip J. RICHARDS, Secretary, Pontefract and 
Castleford Hospital Management Committee. 
Pontefract General Infirmary, Southgate, I one 
PONTEFRACT GENERAL INFIRMARY AND HYDES 
HOSPITAL. Required, RESIDENT SURGICAL OF] NICER (Bl). 
Candidates must have had surgical experience. 
tunity for keen man in varied surgical work. Salary £450 p.a., 
less £100 for residential emoluments. 


R practitioners within 3 months of | 


Applications, stating age, qualifications, present appointment, 
and experience, to be sent with names of 2 referees, to the 
Secretary, Romford Group Hospital Management Committee, 
Oldchurch Hospital, Romford, immediately. 


| ROTHERHAM. MOORGATE GENERAL HOSPITAL. (350 Beds 


Good oppor- | 
Suitably qualified R | 


ractitioners holding B2 appointments, also those holding 


1 posts and ineligible for H.M. Forces, are invited to apply. 
Applications should be sent to— 
Davip J. RicHarps, Secretary, Pontefract and 
Castleford Hospital Management Committee. 
Pontefract General Infirmary, Southgate, Pontefract. __ 
PRESTON ROYAL INFIRMARY. Applications invited from 
registered medical practitioners who have held house appoint- 
ments for post of JUNIOR REGISTRAR (B1), resident or 
non-resident, in Receiving Room and Casualty Department. 
Preference given to a candidate with higher qualifications. 
Appointment in first instance for 6 months but renewable for 
further similar period. Salary at rate of £670 p.a., less £100 if 
resident, subject to National Health Service (Superannuation) 
Regulat ions, 1947/48. Candidates holding B1 posts and 
ineligible for H.M. Forces may apply. 
Applications, stating age, nationality, qualifications, and 
experience, with names of 3 referees, should be forwarded to 
JOHN GIBSON, yroup Secretary, Royal Infirmary, Preston. 


RAMSGATE. THE GENERAL HOSPITAL. (101 Beds.) Isle of 
THANET HOSPITAL MANAGEMENT COMMITTEE. Required, HOUSE 
SURGEON (A), post now vacant. Apoctesens for 6 months 
Salary on National Health Service scale for first post held £350 

.a., second £400 p.a., third and subsequent posts £450 p.a., 
tess deduction of £100 p.a. for board, lodging, &c. R practi- 
tioners within 3 months of quailific: ‘ation may apply. 

Applications, stating age, and qualifications, With copies of 
3 recent testimonials, should be sent as soon as possible to the 
Administrator, The General Hospital, Ramsgate. 


RAMSGATE. THE GENERAL HOSPITAL. (101 Beds.) Isle of 
THANET HOSPITAL MANAGEMENT COMMITTEE. Required, HOUSE 
SURGEON (B2). Appointment for 6 months. Salary £400- 
£450 p.a., less £100 for residential emoluments. R practitioners 
holdin ms posts may apply. 

Applications, stating age and qualifications, with copies of 
3 recent testimonials, should sent as soon as possible to the 


Administrator, The General Hospital, Ramsgate. 
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54 Cots.) Required, RESIDENT MEDICAL ANB JUNIOR 
OBSTETRICAL OFFICER (A) or (B2), at above Hospital, 
post tenable for 6 months. Commencing salary £350-£450 p.a. 
according to experience from which a deduction of £100 p.a. for 
emoluments will be made. R practitioners, ineligible for H.M. 
Forces or within 3 months of qualification, considered. Appoint- 
ment subject to National Health Service (Superannuation) 
Regulations, 1947/48, and to medical examination. 

Applications, stating age, qualifications, experience, and 
nationality, with names of 3 referees, to be addressed to the 
Secretary to the Management Committee, Montagu Hospital, 
Mexborough, Yorkshire, as soon as possible. 


ROTHERHAM. 


MOORGATE GENERAL HOSPITAL. (350 
54 Cots.) Required, RESIDENT JUNIOR HOUSE 
PHYSICIAN (A), post tenable for 6 months. Commencing 
salary £350-£450 p.a., according to experience, from which a 
deduction of £100 p.a. for emoluments will be made. R practi- 
tioners, ineligible for H.M. Forces or within 3 months of 
quailific ‘ation, considered. Appointment subject to National 
Health Service (Superannuation) Regulations, 1947/48, and to 
medical examination. 
Applications, stating age, qualification, experience, and 
nationality, with names of 3 referees, to be addressed to the 
stary to the Management Committee, Montagu Hospital, 
Mexborough, Yorks, as soon as possible. 
ROCHDALE INFIRMARY. Required, Anzsthetic Registrar (Bi) 
non-resident, post now vacant. Registrar or Junior Registrar 
grading, according to qualifications and experience, and salary 
in accordance with terms of service for hospital medical staff 
in the National Health Service. Preference given to candidates 
holding the 
Applications should be sent by 9th September to— 
S. HODKINSON, Secretary, 
Rochdale and District reas Manageme nt Committee. 
132, Drake-street, Rochdale. 


RUGBY. HOSPITAL OF ST. CROSS. Group 20 Hospital Manage- 
MENT COMMITTEE. Applications invited from registered medical 
oe, Male and Female, for following resident appoint- 


HOUSE SURGEON (A 
THOPADIC HOUSE SURGEON AND CASUALTY (A). 
OBSTETRIC AND GYNZCOLOGICAL HOUSE SURGEON 
(B2) 

Salaries in accordance with National Health Service scale. 
To R practitioners appointments limited to 6 months. 

Applications, stating age, qualifications, and experience, with 
copies of testimonials to the Assistant Secretary. 
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ROCHDALE. BIRCH HILL HOSPITAL. Required, House 
SURGEON (A), resident, post vacant 9th September. 6 months’ 
appointment. Salary in accordance with terms of service for 
hospital medical staff in the National Health Service. R prac- 
titioners within 3 months of qualifying may apply. 
Applications should be sent immediately to— 
8. HODKINSON, Secretary, 
Rochdale and District Hospital Management Committee. 
132, Drake-street, Rochdale. 
ROCHDALE. BIRCH HILL HOSPITAL. Required, Anzsthetic 
REGISTRAR (B1), post resident or non-resident as appointee 
prefers. Registrar or Junior Registrar grading, according to 
qualifications and experience, and salary in accordance with 
terms of service for hospital medical staff in the National Health 
Service. Preference given to candidates holding the D.A. 
Applications should be sent by 9th September to 
S. HODKINSON, Secretary, 
Rochdale and District Hospital Management Committee. 
132, Drake-street, Rochdale. 
SOUTH WARWICKSHIRE HOSPITAL GROUP (No. 14) 
MANAGEMENT COMMITTEE. Applications invited for post of 
SENIOR REGISTRAR (B11), pathology, at the County 
Pathological Laboratory, Central Hospital, Hatton. near 
Warwick. Commencing salary at rate of £1000 p.a.,in accordance 
with Ministry of Health seales. Previous experience essential ; 
further particulars obtainable from County Pathologist at address 
given above. Appointment subject to National Health Service 
(Superannuation) Regulations, 1947/48. 
Applications, with names and addresses of 3 referees, should 
be submitted by 13th September, 1949, to— 
V. A. JAMES, Secretary to the Management Committee. 
87, Radford-road, Leamington Spa. 


SLOUGH, BUCKS. 


UPTON HOSPITAL. Windsor Group 
HOSPITAL MANAGEMENT COMMITTEE. Required, HOUSE 
PHYSICIAN (B2). 6 months’ appointment. Preference given 
to applicants who have held resident posts in a general hospital. 
Salary as for 2nd post at £400 p.a., with a deduction of £100 
for residential emoluments. R practitioners holding A posts 
may apply. 

Applications should be addressed to the Administrative 
Officer. 
SOUTHAMPTON BOROUGH GENERAL HOSPITAL. House 
SURGEON required, resident, post now vacant. Salary in 
accordance with the terms and conditions of service recently 
published. 

Applications, with copies of testimonials, to be forwarded as 
soon as possible to the Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON INFECTIOUS DISEASES HOSPITAL AND 
SANATORIUM, SOUTHAMPTON. JUNIOR RESIDENT MEDICAL 
OFFICER (A) or (B2), Male or Female, required immediately. 
Salary £350-£450 p.a., according to experience, less £100 p.a. 
for residential emoluments in accordance with the national 
terms and conditions of service (House Officers). R practitioners 
within 3 months of qualification also those holding A posts, 
may apply. 

Applications, with copies of references, to be submitted as 
soon as possible to the Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 


SOUTHAMPTON. ROYAL SOUTH HANTS AND SOUTH- 
AMPTON HOSPITAL. (290 Beds.) Required, HOUSE SURGEON 
(B2), post vacant early October. Appointment for 6 months. 
Post will be House Officer status and salary at rate of £350 p.a.— 
£450 p.a., according to previous appointments. A deduction of 
£100 p.a. in respect of residential emoluments will be made. 
Applications, with copies of testimonials, to be forwarded as 


soon as possible to the Secretary, Southampton Group Hospital 


Management Committee, Bullar-street, Southampton. _ 


SHEFFIELD. CITY GENERAL HOSPITAL. (Recognised for 
F.R.C.S. England.) SHEFFIELD NO. 1 HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited from registered medical 
practitioners (Male) for following appointments : 
(a) HOUSE SURGEON (B2) to the Genito-urinary Surgeon 
(with some general surgical work), vacant Ist October. 
(b) CASUALTY OFFICER AND HOUSE SURGEON (B2) 
to the Orthopedic Surgeon, vacant Ist November. 
Salary on scale for House Officers (£350-£450 according to 
experience) and in accordance with the new terms of service. 


Appointments for 6 months and R practitioners helding A posts | 


may apply, 

Applications giving full details should be forwarded as soon 
as possible to the Medical Superintendent, City General Hospital, 
SHEFFIELD. JESSOP HOSPITAL FOR WOMEN. United 
SHEFFIELD HOSPITALS. RESIDENT ANASSTHETIST (B1), 
Junior Registrar status. Post suitable for a D.A. Trainee 
Specialist. Terms and conditions of service in accordance with 
Ministry of Health regulations. 

Applications, with copies of recent testimonials, should be 
sent as soon a® possible to Davip OSWALD, Superintendent, 
Jessop Hospital for Women, Sheffield, 3. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Regional Blood 
TRANSFUSION CENTRE. Required, ASSISTANT MEDICAL 
OFFICER (J.H.M.O. grade) (B1), at above Centre. Appoint- 
ment for 1 year in the first instance. Salary £700 (for an 
officer appointed not less than 2 years after registration as a 


medical practitioner)-£50-£1000 p.a. Post subject to National 


Health Service (Superannuation) Regulations, 1947/48. Suitably 
qualified R practitioners holding B2 appointments, also those 
holding B1 and ineligible for H.M. Forces, are invited to apply. 

Applications, giving full details of name, age, qualifications, 
present and previous appointments, with names of 3 referees, 
should be addressed to the Secretary, Sheffield Regional Hospital 
Board, Fulwood House, Old Fulwood-road, Sheffield, 10, to be 
received immediately. Canvassingof members of the Board will 
be a disqualification. 


SHEFFIELD. MIDDLEWOOD HOSPITAL. (2100 Beds.) Sheffield 
Nu. 2 HOSPITAL MANAGEMENT COMMITTEE. Required, SENIOR 
REGISTRAR (B1), psychiatry, at the above Mental Hospital. 
Candidates should hold the D.P.M. Salary scale £1000—£1300 
p.a., inclusive, non-resident. Terms and conditions of service 
as issued by the Ministry of Health. Suitably qualified R practi- 
tioners now holding B2 appointments may apply; R_ practi- 
tioners now holding Bl posts cannot be considered unless 
ineligible for H.M. Forces. 

Applications, stating age, qualifications, and experience, 
should be forwarded immé@iately to Dr. F. T. Thorpe, Medical, 
Superintendent, Middlewood Hospital, Sheffield. 6, marked 
* Confidential.””. There is no printed form of application. 
Canvassing in any form is prohibited. 

R. BRADLEY, Secretary. 


fro 

JUNIOR HOUSE PHYSICIAN (A). Principal duties in con- 
nexion with Maternity Department, which deals with approxi- 
mately 1000 cases annually, but appointee will also be required 
to assist in the medical wards (approximately 200 beds). Appoint- 
ment for 6 months, with salary, &c., in accordance with terms of 
service issued by the Ministry of Health. 

Applications, giving full details, to be addressed to undersigned 
at Nether Edge Hospital, Sheffield, 11 

V. STANSFIELD, Secretary, 

we __ Sheffield No. 1 Hospital Management Committee. 
SHERBORNE. YEATMAN HOSPITAL. (60 Beds.) Required, 
HOUSE SURGEON (A) or (B2), Male or Female, post now 
vacant. Post tenable for 6 months. Appropriate Ministry of 
Health scales of salary payable with a deduction of £100 p.a. 
for residence. R practitioners within 3 months of qualification 
or holding A post may apply. 

Applications, giving age, qualifications, and nationality, with 
experience, and copies of testimonials, should be sent to the 
Secretary, West Dorset Group Hospital Management Committee, 
Porchester, Dorset, without delay. 

SHREWSBURY. ROYAL SALOP INFIRMARY AND CoOpP- 


| THORNE HOSPITAL. (500 Beds.) Required. HOUSE PHYSICIAN 


(B2), Male or Female, at the Copthorne Hospital, vacant immedi- 
ately. 6 months’ appointment. Salary £200 p.a., with full 
residential emoluments, but this figure is at present under 
consideration with a view to anincrease. R practitioners holding 
A posts may apply. 

Applications to— J. P. MALLETT, Secretary;\ 
Group 15 Hospital Management Committee. 
SHREWSBURY. ROYAL SALOP INFIRMARY AND Gop- 
THORNE HOSPITAL. (500 Beds.) Required, HOUSE SURGEON 
(B2),. Male or Female, post vacant 30th September, 1949. 
Appointment recognised for the F.R.C.S. Salary £350-€450 p.a.,. 
according to experience, less £100 p.a. for residential emolu- 
ments. Practitioners within 3 months of qualification and liable 
under the National Service Acts may apply, when appointment 
will be for 6 months. 

Applications, stating age, qualifications, nationality, and 
experience, with copy testimonials, should be sent to the 
Secretary, Group 15 Hospital Management Committee, Royal 
Salop Infirmary, Shrewsbury. 

J. P. MALLETT, Secretary, 
Group 15 Hospital Management Committee. 

Royal Salop Infirmary, Shrewsbury, 24th August, 1949. 
SKIPTON GENERAL HOSPITAL. (64 Beds.) Required, House 
SURGEON (B2). 6 months’ appointment. Salary in accord- 
ance with National Health Service terms and conditions. R 
practitioners holding A posts may apply. 

Applications, stating age, qualifications, experience, and 

nationality, with copies of recent testimonials, as soon as possible 
to the Secretary, Bingley, Keighley, Skipton and Settle Hospital 
Management Committee, Keighley Victoria Hospital, Keighley . 
Canvassing in any form is prohibited. 
SOUTHEND. GENERAL HOSPITAL. Required, Resident 
ANESTHETIST (B2), post now vacant. Hospital is recognised 
for D.A. Appointment for 6 months in first instance with 
possibility of further 6 months at General Hospital, Rochford. 
Salary at rate for House Officer, third post, £450 p.a., with 
a deduction of £100 for residential emoluments. R practitioners 
holding A posts may apply when appointment will be limited to 
6 months. 

Applications, quoting reference H.S.9, stating age, qualifica- 
tions, and experience, with copies of recent testimonials, to reach 
undersigned as soon as possible. 

J.C. FIELD, Secretary, 
Southend-on-Sea Group Hospital Management Committec. 

20, Warrior-square, Southend-on-Sea. 

STOURBRIDGE. WORDSLEY HOSPITAL, near Stourbridge. 
(440 Beds.) DUDLEY, STOURBRIDGE AND DISTRICT HOSPITAL 
GROUP, BIRMINGHAM REGION. Required, HOUSE OFFICER 
(Resident—Surgical) (A) or (B2) (with Anssthetic duties) at 
Wordsley Hospital, post now vacant and tenable for 6 months. 
Salary £350-£450 p.a., according to the number of posts 
previously held. A deduction of £100 p.a. in respect of residential 
emoluments will be made. R practitioners within 3 months of 
qualification or holding A posts may apply. 

Applications, stating age, nationality, qualifications with 
dates, experience and details of previous appointments, with 
copies of 3 recent testimonials, to RAYMOND Hvrst, 
Secretary to the Management Committee, The Guest Hospital, 
Dudley, Worcs. 


ST. ALBANS. OSTERHILLS HOSPITAL. Mid Herts Group 
HOSPITAL MANAGEMENT COMMITTEE. RESIDENT HOUSE 
PHYSICIAN (B2) for general duties and Medical Departments. 
Knowledge of peediatrics essential. Salary £240 p.a., subject to 
retrospective adjustment in accordance with netional scales. 
R practitioners holding A posts may apply. 

Apply by letter, stating age, and experience, with copies of 
recent testimonials, to be forwarded, to the Secretary, Osterhills 
Hospital, Normandy-road, St. Albans, by 10th September, 1949. 
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ST. HELENS HOSPITAL. St. Helens and District Hospital! 
MANAGEMENT COMMITTEE. Required, RESIDENT HOUSE 
SURGEON (A) or (B2). Appointment tenable for period of 
6 months. Salary £350—-€450, according to previous appoint- 
ments, which includes residential emoluments valued at £100. 
R practitioners within 3 months of qualification or holding A 
posts, may apply. 


Applications to be forwarded to the undersigned as soon as | 


possible. . RICHARDS, Secretary. 
Group Office, County Hospital, W histon, 
near Prescot, Lancs. 
STAFFORD. STAFFORDSHIRE GENERAL INFIRMARY. 
Required, RESIDENT SURGICAL OFFICER (B1), post now 
vacant. Salary £450 p.a. inclusive of emolumen' 

Applications, stating age, qualifications, and revious experi- 
ence, with copies of 3 recent testimonials, i d be forwarded 
immediately to— H. H. JONES, Sec 

Stafford Hospital Management ommittee. 

13, Foregate-street, Stafford. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE ROYAL 
INFIRMARY. (475 Beds.) STOKE-ON-TRENT HOSPITAL MANAGE- 
MENT COMMITTEE. Required, HOUSE SURGEON (A), Male 
or Female, to the Orthopedic Department, post now vacant. 
Salary £350-£450 p.a., according to experience, less a charge of 
£100 p.a. for residential emoluments. Practitioners within 
3 months of qualification and liable under the National Service 
Acts may apply, when appointment will be for 6 months. 

Applications, with copy testimonials, to be forwarded as soon 
as as possible to the Secretary of the above Hospital. 


SUNDERLAND AREA HOSPITAL MANAGEMENT COM- 
MITTEE. Applications invited for following posts now vacant :— 
Royal Infirmary, Sunderland (312 Beds) 
REGISTRAR (B1) to the E.N.T. Department, non-resident. 
Eye Infirmary, Sunderland (62 Beds) 

OP MITEL ALMIC REGISTR XR (B1), resident or non-resident. 
These appointments are renewable annually and salary is in 
accordance with national scale. Practitioners holding B1 
posts cannot be considered unless ineligible for H.M. Forces. 

Children’s Hospital, Sunderland (72 Beds) 

HOUSE SURGEON (A) or (B2), Female. Full residential 

emoluments. 

HOUSE PHYSICIAN (A) or (B2), Female. 

emoluments. 

These appointments are renewable every 6 months and salary 
is in accordance with national scale. 

Applications, stating age, present grading, nationality, 

ualifications, and experience, with copy testimonials to 


Full residential 


TILBURY HOSPITAL. Required, Junior Registrar (B!), Casualty 
and Outpatients’ Officer and Resident House Surgeon to 
_ neecologist for 1 year, to commence duty as soon as possible 
r 3ist August, 194 9. Salary £670 p.a., less £100 p.a. in respect 

a residential emoluments, and subject to National Health 
Service (Superannuation) Regulations, 1947/48. Applications 
from practitioners holding B1 posts cannot be considered unless 
ineligible for H.M. Forces. 

Candidates should send applications, with names of 3 
referees, immediately to— 

ERNEST E. Tay or, Secretary, 
South East Essex Hospital Management Committee. 
Secretaries Office, Thurrock Hospital, Stifford Long-lane, 
Grays, Essex. 


| TILBURY HOSPITAL. Required, House Surgeon (62). “Appoint- 


JAGNALL, Secretary, Sunderland Area Hospital Management | 


Committee, Royal Infirmary , Sunderland. 


SWANSEA HOSPITAL. Required, Junior Casualty Officer, combin- | 


ing the duties of Gynecological House Surgeon (A), Male or 
Female, post now vacant. Salary £225 p.a., with full residential 
emoluments. (Salary subject to adjustment to future nationally 
To R practitioner appointment limited to 

mon! 

Applications should » forwarded to— 

O. C. HOWELLS, Secretary 
Glantawe Hospital ‘Committee. 


SWANSEA HGpPiTAL. Required, House Physician (B2), Male 
or Female, post now vacant. Salary £225 p.a., with full 
residential emoluments. (Salary subject adjustment to 
future nationally revised rates.) Practitioners holding A posts 
may apply, when appointment will be for 6 months. 

Applications should be forwarded to— 

0. C. HOWELLs, 

Glantawe Hospital Management Committee. _ 
SWANSEA HOSPITAL. Required, House Surgeon (B2), Male or 
Female, post now vacant. Salary £225 p.a., with full residential 
emokhiments. (Salary subject to adjustment to future nationally 
revised rates.) Practitioners within 3 months of qualification 
and liable under the National Service Acts may apply, when 
appointment will be for 6 months. 

Applications should be forwarded to— 

0. C. HOWELLS, Secre 

Glantawe Hospital Management Corhmittee. 
SALISBURY GENERAL HOSPITAL. (470 Beds.) Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications invited for 
appointment of SENIOR REGISTRAR (BI) to the Plastic 
Surgery Centre to be opened in the near future at Odstock 
Branch of the Salisbury General Hospital. Applicants must be 
Fellows of the Royal College of Surgeons having done at least 
4 years” postgraduate surgery. The salary at rate of £1000 p.a. 
(non-resident) and conditions of service in accordance with new 
National Health Service terms. 

Applications should be sent to the Secretary, Salisbury 

Group Hospital Management Committee, The General Infirmary, 
Salisbury, as soon as possible. 
SALISBURY GENERAL HOSPITAL. (470 | (470 Beds.) Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications invited for 
appointment of RESIDENT HOUSE SURGEON (A) or (B2) 
to the Plastic Surgery Centre to be opened at the Odstock 
Branch of Salisbury General Hospital in the near future. Salary 
and conditions of service in accordance with new National 
Health Service terms. R practitioners holding A posts may apply 
when appointment is limited to 6 months. 

Applications should be sent to the Secretary, Salisbury Group 
Hospital Management Committee, The General Infirmary, 
Salisbury, as soon as possible. 

VENTNOR, ISLE OF WIGHT. ROYAL NATIONAL HOSPITAL 
MANAGEMENT COMMITTEE. (234 Beds for pulmonary tubercu- 
losis.) SOUTH-WEST METROPOLITAN REGION. Required, 
ASSISTANT RESIDENT MEDICAL OFFICER (B2), post 
vacant Ist September, 1949. Salary depending upon grading 


as House Officer. Candidates must be unmarried. R practitioners 
holding A posts may apply when appointment limited to 6 months. 

Applications, with copies of 3 testimonials, to Medical 
Superintendent. 
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ment, which a gang for the Fellowship of the Royal College 
of Surgeons, will be for 6 months from 16th September, 1949. 
Salary £350—£450 p.a., according to experience, less £100 p.a., 
in respect of full residential emoluments. R practitioners holding 
A posts may be accepted. 

Applications, with copies of 3 recent testimonials, should be 
forwarded as soon as possible to— 

ERNEST E. TAYLOR, Secretary, 
South-East Essex Hospital Management Committee. 

__Secretary’s Office, Thurrock ‘Hospital, Grays, Essex. 
WAKEFIELD, YORKS. PINDERFIELDS GENERAL HOSPITAL. 
Required, HOU SE PHYSICIAN (A) or (B2). Appointment 
for 6 months in each case. Salary for A post £350 p.a., and for 
B2 post £400 or £450 p.a., according to number of posts pre- 
viously held. In each case a deduction of £100 p.a. made in 
respect of board and ledging, &c. Hospital accommodates 
acute medical and surgical cases, and in addition to a Thoracic 
Surgery Unit, has Orthopedic and Rehabilitation Centres. 
Total Beds 711. Applicants for A post may inelude R practi- 
tioners within 3 months of qualification, but practitioners holding 
A posts cannot be considered unless ineligible for H.M. Forces. 
yg aa for B2 position may include R practitioners holding 

posts. 

Applications, giving full particulars of qualifications, &c., 
should be forwarded by 10th September, 1949, to— 

G. L. BANNER, Secretary, 

Hospital Management Committee No. 10, Wakefield B Group. 

__ Victoria Chambers, Wood-street, Wakefield, August, 1949. 
WATFORD. GROUP NO. 9 LABORATORY, PEACE MEMORIAL 
HOSPITAL, WATFORD, HERTS. NORTH-WEST METROPOLITAN 
REGIONAL HOSPITAL BOARD. Required, REGISTRAR, to com- 
mence Ist October, 1949. Applicants to have been at least 
24 years qualified, and have had at least 1 year’s experience in 
general pathology. Salary in accordance with scale laid down. 
Appointment non-resident, whole-time in the Department of 
Morbid Anatomy for 1 year in the first instance, and renewable 
in this department. 

Applications to be submitted to the Director of the above 
laboratory. 
WEST CORNWALL HOSPITAL MANAGEMENT COMMITTEE. 
Geriatric Hospital Service. Applications invited for ap ointment 
of JUNIOR REGISTRAR (B1) to work arncoose 
Hospital, which contains a Geriatric Unit of 90 Beds, and also 
at other hospitals with geriatric patients within the Management 
Committee’s area. Appointment for 1 year in the first instance 
at a salary of £670 p.a., less £100 for residential emoluments 
and in accordance with terms of service issued by the ge 4 
of Health. Suitably qualified R SS holding B 
appointments also those holding B1 and ineligible for H.M. Forces 
are invited to apply. 

Applications, with apie of 2 testimonials, should be sent 


by 17th September, 1949 
Davin H. PRESTON, Secretary. 
4, St. Clement Vean, Truro, Cornwall. 


WEYMOUTH. PORTWEY HOSPITAL. Required, House 
SURGEON (A) or (B2), Male, post now vacant. Post tenable 
for 6 months. Appropriate Ministry of Health scales of salary 
payable with a — of £100 p.a. for residence. oN prac- 
titioners eS months of qualification or holding A post 
may @ 

7 a giving age, qualifications, and nationality, with 
experience, and copies of testimonials, should be sent to the 
Secretary, West Dorset Group Hospital Management Committee, 
Dorchester, Dorset, without delay. 


GENERAL HOSPITAL. (100 Beds.) 
Required, USE PHYSICIAN (A). Duties to commence 
£200 p.a., with full residential emolu- 
ments. Practitioners within 3 months of qualification and liable 
under the National Service Acts may also apply, when appoint- 
ment will be for 6 months. 

Applications, stating age, qualifications, with dates and 
nationality, with copies of 3 recent testimonials, should be 
addressed to Lewis B. HULL, ‘peeeeany 


WORKINGTON INFIRMARY, Workington, West Cumberland. 
Required, HOUSE SURGEON (A) or (B2), le or Female 
post now vacant, at above Hospital. Success candidate will 
work — the direction of the Me vee Consultant for the 
area, and the post offers good e rience in general surgery 
and casualty work. Salary in port ance with the national scale. 
Applications, with copies of 2 recent testimonials, should 
sent to Vest Cumberland Hospital Management 
mmittee, alcon-street, Workington, Cumberland, 
immediately. 


WORCESTER ROYAL INFIRMARY. Required, Resident Anzs- 
THETIST (B2), post now vacant. Rec ised for the D.A. 
Appointment for 6 months. Sal in accordance with the terms 
and conditions of service of hospital medical staff. R practitioner 
eligible for H.M. Forces holding A posts not considered. 

Ap oo with copies of testimonials, to be sent imme- 

J.8. IER, Secretary, 

Bouth Worcestershire Hospital Management Committee. 
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WORCESTER ROYAL INFIRMARY. Required, House Surgeon 

(A). Appointment for 6 months. Salary in accordance eith 

terms and conditions of service of hospital medical staff. 
Applications, with copies of testimonials, to be sent imme- 

diately to— J. 5. Ripprer, Secretary 

South Worcestershire Hospital Management Committee. 
WORCESTER ROYAL INFIRMARY. Required, House Surgeon 
(B2). Appointment for 6 months. Salary in “accordance with 
terms and conditions of service of hospital medical staff. 

Ap ng meverinaie with copies of testimonials, to be sent imme- 
diately to— RIPPIER, Secretary, 

South Hospital } Management Committee. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An Associate 
Hospital of the University ) WOLVERHAMPTON 
HOSPITAL MANAGEMENT COM™ EE GROUP NO. 16, BIRMINGHAM 
REGION. Required, HOUSE SURGEON (A), post vacant 5th 
September. Salary £350 p.a., or according to experience, with a 
deduction of £100 p.a. for residential emoluments. Practitioners 
within 3 months of qualification and liable under the National 
Service Acts may apply, when appointment will be for 6 months. 

Applications to W. COCKBURN. House Governor. 


WOLVERHAMPTON. THE ROYAL HOSPITAL. (An Associate 
Hospital of the University of Birmingham Medical School.) 
WOLVERHAMPTON HOSPITAL MANAGEMENT COMMITTEE GROUP 
NO. 16, BIRMINGHAM REGION. Required, ASSISTANT RBSI- 
DENT MEDICAL OFFICER (A), Male or Female, for Gyneco- 
logical and Obstetric Department, 63 Beds, post vacant 28th 
September, 1949. Salary £350 p.a., or according to experience, 
with a deduction of £100 p.a. for residential emoluments. 
Practitioners within 3 months of qualification and liable under 
the National Service Acts may apply, when appointment will 
be for 6 months. 

Applications to W. CocKBURN, House Governor. 


WORTHING HOSPITAL. (203 Beds—4 Resident Officers.) 
WORTHING GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 
HOUSE PHYSICIAN (A) or (B2). Appointment for 6 months. 
Salary on National Health Service scale—namely, for first post 
held £350 p.a., for second post held £400 p.a., for third and 
subsequent posts £450 p.a., less a deduction of £100 p.a. for 
board and lodging, &c. Appointment subject to National Health 
Service (Superannuation) Regulations, 1947/48,and to conditions 
of service which may from time to time be laid down for the 
National Health Service. Successful a spore required to take 
up duties at least by 5th October, 194 R practitioners within 
3 months of qualification or holding an A post may apply. 
Applications, stating age, qualifications with dates nationality, 
and details of experience, with 2 recent testimonials, should be 
sent as soon as possible to the Administrative Officer, Worthing 
Hospital, as the appointment will be made as soon as a suitable 


application is rec ree 
- Oakton, Secretary Administrator. _ 


WIGAN. ROYAL ALBERT EDWARD INFIRMARY. (General 
Hospital—195 Beds.) Applications invited from regis 
medical agente rams Male or Female, for following resident 
posts, now vacan 
SENIOR HOUSE (B2). 
HOUSE SURGEON (A). 
RESIDENT ANASTHETIST (B2). 
Salaries according to Ministry of Health scales (£350—£450 
i 400 cording to experience, less £100 for board and residence). 
wractitioners appointments limited to 6 months. 
pad. ications, stating age, qualifications with dates, and 
nationality, with spulaee of 3 recent testimonials, to be sent as soon 
as possible to Mr. T. W. Hurst, ‘Wigan and Leigh Hospital 
Management Committee, Knowlsey House, Wigan- lane, Wigan. 


WIGAN AND LEIGH HOSPITAL MANAGEMENT CconM- 
MITTEE. Applications invited for following wine yoo 
Royal Albert Edward Infirmary, Wigan (225 Beds), recognised 
for Conjoint Board examinations 
JUNIOR MEDICAL REGISTRAR (B1), resident or non- 


resident. 

JUNIOR ORTHOPASDIC REGISTRAR (B1), resident or 

non-resident. 

“ANASTHETIC (B1), resident or non-resident. 

JUNIOR E.N.T. REGISTRAR (B1), resident or non-resident. 
Appointees will also be required to undertake duties at other 

mary, , Acute General Hospital (102 Beds) 

RESIDENT SURGICAL REGISTRAR (Bi), post vacant 
23rd September. Applicants should have held house appoint- 
ments and had surgical experience. Preference given to candi- 
dates — the Fellowship of one of the Royal Colleges. Post 
will be of Junior Registrar status. 

All above posts tenable for 1 year, except that of Anwsthetic 
Registrar which will be for 2 years. aries and conditions 
of service as recently published by the Ministry of ~~ 
£100 p.a. deducted if residential emoluments are provid 
Suitably R practitioners holding B2 appointments 
also those olding B1 and ineligible for H.M., Forces, are gente 


i giving full particulars of age, qualifications and 
experience, and names of 2 referees, to be forwarded as soon as 
possible to T. W. Hurst, Secretary. 

Knowsley House, Wigan- -lane, Wigan. 


WINWICK HOSPITAL, Winwick, Warrington. Required, 
Whole-time REGISTR AR (grade II or III) at above Psychiatric 
Hospital. Candidates should have held posts of House Physician 
or House Surgeon. Terms and conditions of service in accordance 
with those laid down by the Ministry of Health. Applications 
from practitioners holding B1 posts cannot be considered unless 
ineligible for H.M. Forces. 

Applications, givin ng age, qualifications with dates, and full 
details of present and previous appointments, with names and 
addresses of at least 2 referees, should be sent to the Medical 
ue at the Hospital, ‘es reach him by 19th September, 


| 


WINCHESTER. ROYAL HAMPSHIRE COUNTY HOSPITAL. 
(323 Beds.) WINCHESTER GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. HOUSE PHYSICIAN (B1) to the Maternity Depart- 
ment, vacant Ist October. Salary £350, £400, or £450 p.a., 
according to. experience, less £100 for ‘board and residence, 
Applications from R practitioners holding B1 posts cannot be 
considered unless they are ineligible for H.M. Forces 

Applications, together with 2 testimonials, to ee ‘sent to the 
Superintendent. 
YORK. COUNTY HOSPITAL. (206 Beds.) Required, House 
OFFICER (82) to the Casualty and Accident Department at 
this Hospital. for6 months. Duties to commence 
as soon as possi Salary £400 p.a. for second t held, 
£450 p.a. for third post held, with a deduction of 2100 p.a. for 
residential accommodation. 

Applications, giving details of age, experience, and qualifica- 
tions, with 2 testimonials to be forwarded immediately to— 

FRANK A. MILNES, F.H.A., A.L.A.A., Secretary 
York A and Tadcaster Hospital "Management Committee. 

Bootham Park, York. 
YORK. COUNTY HOSPITAL. ouse 
PHYSICIAN (B2). Appointment for 6 months. Duties to 
commence as soon as possible. Salary £400 p.a. for second 
post held, £450 p.a. for third post held, with a deduction of £100 
p.a. for residential accommodation. 

Applications, giving details of age, experience, and qualifica- 
tions, with 2 testimonials, to be forwarded immediately to— 

FRANK A. MILNES, F.H. A., A.L.A.A., Secretary, 
York A and Tadcaster Hospital Management Committee. 

Bootham Park, Yor 
YORK. COUNTY HOSPITAL. (General Hospital of 206 Beds, 
with full specialist staff.) Applications invited from registered 
medical practitioners for post of SENIOR HOUSE SURGEON 


~ (206 Beds.) Required, H 


(B2). Appointment recognised for the F.R.C.8. examination. 
Appointment for 6 months. Salary £400 p.a. for second post 
held, £450 p.a. for third post held, with a deduction of £100 p.a. 


for residential accommodation. 
Applications, giving details of age, experience, and qualifica- 
toma, with 2 testimonials, to be wytary immediately to— 
FRANK A. MILNES, F.H.A., A.L.A.A., Secretary 
York A and Tadcaster Hospital Management Commmition, 
Bootham Park, York. 


WELLINGTON, NEW ZEALAND. The Wellington ~ Hospital 
re 


Sune invites applications from medical practit ~ holding 
sugcopale’? higher qualifications registrable in Ne aland for 
wing full-time positions for the year 1950:— «| 
MEDICAL REGISTRAR, Wellington Hospital. ° 


MEDICAL REGISTRAR, Hutt Hospital. 

SURGICAL REGISTRAR, Wellington Hospital. 

SURGICAL REGISTRAR, Hutt Hospital. 

ORTHOPZADIC REGISTRA 

EYE, E.N.T. REGISTRAR. 
Duties, commence Ist January or as soon thereafter as possible 
Commencing salary £NZ650 p.a.; in addition an allowance at 
rate of £NZ156 p.a. will be paid if a Registrar is required or 
authorised to live out. Appointment for 1 year in the first 
instance, with the possibility of extension for a second year. 

gee stating age, qualifications, whether married or 

cing , and giving a complete concise statement of experience, 
should be forwarded by airmail to reach undersigned by 28th 
September, 1949. J. . COOK, Secretary. _ 
NEW ZEALAND. NORTH CANTERBURY HOSPITAL BOARD, 
CHRISTCHURCH. For REGISTRAR appointments at Burwood 
and Christchurch Hospitals, see page 23. 


Public Appointments 


CORPORATION OF DUBLIN. Applications invited from qualified 
persons for appointment of Temporary SENIOR ASSISTANT 
MEDICAL OFFICER, St. Mary’s Chest Hospital, a 
Salary £575 p.a., with board and residence, with any tem 
cost-of-living bonus that may be fixed by the Health ‘Authority 
with the consent of the Minister for Health. If the Healt 
Authority so decides an allowance in lieu of board or residence 
or both will be paid, 

Full particulars as to duties, qualifications, &c., may be 
obtained from the Establishment Section, City Hall, Dublin, 
where applications should be lodged not later than 12 noon, 
15th September, | 1949. 

. J. HERNON, City aed and Town Clerk. 

City Hall, Dubin. 22nd August, 1949. 


ROYAL NAVY | 


Applications are invited ly medical 
pract tioners for appointment as ICAL OFFICERS 
the Royal Australian Navy. Previous commissioned 
service on full pay in British Fortes taken into con- 
sideration in determining pay and seniority on appoint- 
ment. Minimum yearly emoluments on appointment 
for single officer £876 and for married officer £1003 
(these amounts include uniform allowance and provision 
in kind to a total value of £109 10s.). Increment of 
£54 15s. payable after 2 years’ service. Gratuity ot 
£500 payable after completion of 4 years’ service or 
pro-rata on approved discharge after completion of 2 
y * service. in sterling currency 
until departure from U.K irst appointment is for 
short term service with prospect, if desired, of appoint- 
ment to Permanent List. | 
Full details may be obtained from R.A.N. Liaison | 
Officer, Canberra House, 85, London, and | 
Secretary, Department of Navy, Ibourne, 8.C.1. 
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BIRMINGHAM. CITY OF BIRMINGHAM PUBLIC HEALTH 
DEPARTMENT. Applications invited for appointment of 
ASSISTANT MEDICAL OFFICER OF HEALTH (Male or 
Female) in the Maternity and Child Welfare Department. 
Duties will include work in connexion with children of all ages 
the care of the Children’s Committee. Salary in accordance 
with salary scale £735 p.a., by annual increments of £25 to 
maximum of £935 p.a.; the commencing salary fixed at an 
incremental point within the grade according to qualifications 
and experience of successful applicant. Appointment subject to 
provisions of Local Government Superannuation Act, 1937 
and successful candidate required to pass a medical examination, 
Appointment subject to 3 months’ notice on either side. 
Applications, endorsed “‘ Assistant Medical Officer for Mater- 
nity and Child Welfare,” giving age and full details as to 
qualifications and experience, with copies of 3 recent testimonials 
should be submitted on form obtainable from the Medic. 
Officer of Health, Council House, Birmingham, 3, by 20th 


September, 1949. 
BIRMINGHAM. CITY OF BIRMINGHAM EDUCATION 
COMMITTER. SCHOOL HEALTH SERVICE, An ASSISTANT 
SCHOOL MEDICAL OFFICER is Pg panes for special purposes. 
Candidates must have had at least 3 years’ experience in the 
practice of their profession sehensoent to obtaining a registrable 
qualification. At present consolidated salary payable in accord- 
ance with second interim revision of the Askwith memorandum— 
i.e., 2735 p.a., by annual increments of £25 to maximum of £935 
p.a. In fixing commencing salary previous service in Class II 
be Enos scale may be taken into account. Travelling expenses 
allowed. 

Forms of application (to be returned by Ist October, 1949), 
with further information, obtainable from undersigned on 
receipt. of stamped addressed foolscap envelope. Communica- 
tions should be endorsed “‘ Assistant School Medical Officer.” 
Canvassing will disqualify. 

i. L. RUSSELL, Chief Education Officer. 

__ Education Office, 74/75, Broad-street, Birmingham, 15. 
CIVIL SERVICE COMMISSIONERS invite applications for per~ 
manent appointments of PRINCIPAL MEDICAL OFFICER 
(Research) and MEDICAL OFFICERS (Research) in a Research 
Establishment of the Ministry of Supply in S. England. 
Candidates must have been born on or before Ist August, 1918, 
and must be bacteriologists (or experimental pathologists in the 
‘ease of Medical Officers (Research)), with good experience of 
original research. They must possess recognised medical quali- 
fications. Inclusive salary scales for Men and Women: Principal 
Medical Officer (Research), £1320—-£1500. Medical Officers 
(Research), £960 at age 35, with adjustments according to age 
above or below 35 on appointment, rising to £1320. 

Further particulars and application forms from the Secretary, 
Civil Service Commission, Scientific Branch, 27, Grosvenors 
square, London, W.1, quoting ne. 2729. Completed application- 
should be returned as soon as possible. 

CAMBRIDGE. BOROUGH OF CAMBRIDGE. Applications 
invited from registered medical practitioners holding the 
D.P.H., and having experience in the public health service for 
whole-time appointment of DEPUTY MEDICAL OFFICER 
OF HEALTH AND DEPUTY SCHOOL MEDICAL OFFICER. 
Candidates should be experienced in the assessment of mentally 
handicapped children. Salary J to experience within 
‘the seale £870—£960 p.a., to be amended in accordance with any 
national scale which may be introduced later. A car 
wance at rate agreed by the Corporation will be paid if the 
Deputy uses his own car on approved duties. Appointment 
subject to Local Government Superannuation Act, 1937, and 
to successful candidate passing a medical examination, and may 
be terminated by 2 months’ notice on either side. Duties will 
be mainly concerned with the school medical service, but the 
appointed officer will also be required to carry out such other 
duties as may from time to time be directed. The salary is inclusive 
of cost-of-living bonus. 

Applications on forms obtainable from the Medical Officer 
of Health, the Guildhall, Cambridge, should be completed and 
returned to him, with copies of testimonials, by 17th September. 

ALAN H. IL. Swirt, Town Clerk. 

The Guildhall, Cambridge. 

DERBYSHIRE COUNTY COUNCIL. County Health Department. 
oe invited from registered medical practitioners for 
whole-time post of ASSISTANT SCHOOL AND ASSISTANT 
MATERNITY AND CHILD WELFARE MEDICAL OFFICER. 
Salary £735 p.a., by annual increments of £25 to £935 p.a., 
plus a car allowance on the County Council’s scale. Appoint- 
ment is one which could be undertaken by a suitable registered 
disabled person. 

Particulars and application forms obtainable from Dr. J. B. 8. 
rg — Medical Officer, County Offices, St. Mary’s- 
gate, Derby. 


fully geatees Men and Women for a gon of ASSISTANT 
MEDICAL OFFICER OF HEAL (maternity and child 
por gl at a salary of £735, by annual increments of £25 to 

Full particulars of duties, terms and conditions of appoint- 
ment, and form of application (which must be returned by 
23rd September, 1949) obtainable from undersigned. Canvassing 
in any form will be a disqualification. 

H. A. EDWARDs, Town Clerk. 

Town Hall, East Ham, E.6, August, 1949. 

FACTORY DOCTORS: Factories Acts, 1937 and 1948. The follow- 
ing appointment as Appointed Factory Doctor under the 
Factories Acts, 1937 and 1948, is vacant. Applications should 
be sent to the Chief Inspector of Factories, 8, St. James’s- 
square, London, 8.W.1. Latest date for receipt 
District County of application 
BUCKSBURN ABERDEEN 17TH SEPTEMBER, 1949 


GOVERNMENT OF NORTHERN IRELAND. 


Civil Service 
COMMISSION. Applications invited from registered medical 
practitioners for full-time post of SENIOR MEDICAL OFFICER 
in the Ministry of Health and Local Government for Northern 
Ireland. Subject to a probationary period of 2 years the post 
is permanent and pensionable. Candidates must be of British 
nationality, and women candidates must be unmarried or 
widowed. Suceessful applicant required to undertake some 
general inspection work but will be mainly engaged on duties 
in connexion with Mental Health and Mental Deficiency. 

Qualifications : Appointee must since registration have had 
not less than 10 years’ experience in mental health services, 
including 5 years’ experience in a hospital for the treatment of 

rsons suffering from illness of a mental or kindred nature or 
n an institution for persons requiring special care. 

Salary : The scale of salary attaching to this post is £1450 p.a., 
by annual increments of £50 to £1650 p.a. Point of entry on 
seale fixed in accordance with experience and qualifications. 

Preference given to suitably qualified candidates who served 
with H.M. Forces during the 1914-18 or 1939-45 wars provided 
the Commission is satisfied that such candidates can, or within 
a reasonable time will be able to, discharge the duties efficiently. 

Application forms obtainable from the Secretary, Civil Service 
Commission, Stormont, Belfast, to whom they must be returned 
with copies of 2 recent testimonials, so as to reach him by 
20th September, 1949. 
GOVERNMENT OF BAHRAIN (Persian Gulf). Medical Officer 
OF HEALTH. Duties: building up a Public Health Depart- 
ment. D.P.H. preferred or public health experience. Age from 
30. Knowledge of Arabic must be acquired. Salary: Rs. 1350 
per month, plus 15% dearness allowance, increment Rs. 50 
p.a. Leave: 2} months for each 12 months’ service, free quarters 
with furniture, car, no income-tax. Agreement for 4 years in the 


place. 
Applications should be addressed to Messrs. CHARLES KENDALL 
& PARTNERS LipD., 7, Albert-court, Kensington-gore, London, 


invited for of ASSISTANT MEDICAL 
OFFICER OF HEALT (Female) for Maternity and Child 
Welfare purposes from candidates who have had special experi- 
ence in antenatal work and in the care of infants. Salary scale 
at present £735 p.a., increasing to £935, but subject, to revision 
when the new scales under consideration at present have been 
determined. Commencing salary will be based upon previous 
experience. Post subject to provisions of Local Government 
Superannuation Act, 1937, and successful candidate required to 
pass a medical examination before being appointed to the 
— Appointment terminable by 3 months’ notice on either 


8 

Applications, stating age, and giving full details regarding 
training, qualifications, and appointments held since qualifica- 
tion, should be forwarded to the Medical Officer of Health, 
Health Department, Huddersfield, with copies of 2 recent testi- 
— by ist September, 1949. Application forms are not 


pro 

Town Hall, Huddersfield. Harry Bann, Town Clerk. — 
HUDDERSFIELD. COUNTY BOROUGH OF HUDDERSFIELD. 
Applications invited for appointment of ASSISTANT SCHOOL 
MEDICAL OFFICER for which a good knowledge of diseases 
of children is essential. Experience in bacteriology, or in 
mental deficiency work, will be considered additional qualifica- 
tions. Salary scale at present £735 p.a., increasing to £935, 
but subject to revision when the new scales under consideration 
at present have been det¢érmined. Commencing salary bas 
upon previous experience. Post subject to provisions of Local 
Government Superannuation Act, 1937, and successful candidate 
required to pass a medical examination before being appointed 
to the post. Appointment terminable by 3 months’ notice on 
either side. 

Applications, stating age, and giving full details regarding 
training, qualifications, and appointments held since qualifica- 
tion, should be forwarded to the Medical Officer of Health, 
Health Department, Huddersfield, with copies of 2 recent testi- 
monials, by 17th September, 1949. Application forms are not 
provided. 
NOTTINGHAMSHIRE COUNTY COUNCIL. Applications 
invited for appointment of MEDICAL OFFICER for Mental 
Health Service, from: registered medical practitioners with 
special qualifications or experience in mental health at a salary 
scale of £1100-£50 biennially to £1300 (including bonus), 
commencing according to qualifications and experience. Arrange- 
ments are being made for the Officer appointed to visit patients 
accommodated in Hospital. 

Application forms and further particulars obtainable from my 
office, and applications must be returned to me, with copies of 
1-3 recent testimonials, by 17th September, 1949. Canvassing 
will disqualify. 

<. TWEEDALE MEABy, Clerk of the County Council. 

Shire Hall, Nottingham. 
MINISTRY OF PENSIONS. 

Queen Mary’s (Roehampton) Hospital, London, S.W.15 
(Hospital for the treatment of general medical and surgical 
cases, Neurosurgical, Plastic, Tropical Units, and Limb Fitting 
Centre attached—-650 Beds) 

A vacancy for ANA STHETIST exists at above Hospital 
(approved for course of study for I).A.). Applications invited 
from suitably qualified registered medical practitioners. Salary 
in range £650-£900 p.a., plus free board and lodging or £100 
p.a. in lieu if non-resident. R practitioners holding B1 posts 
cannot be considered unless ineligible for H.M. Forces. 

Applications, stating age, qualifications with dates, and 
nationality, with copies of 2 recent testimonials, should be 
addressed to the Secretary, Ministry of Pensions, Medical 
Services Division, Norcross, Blackpool, Lancs. 
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MINISTRY OF PENSIONS. 

Chapel Allerton Hospital, Leeds (@ Hospital for the treatment 
of general medical and surgical cases—415 Beds. Limb 
Fitting Centre attached) 

A vacancy for MEDICAL OFFICER exists in above Hospital 
and applications are invited from suitably qualified registered 
medical practitioners. Candidates should hold a higher qualifica- 
tion. Salary in range £900-£1300 p.a., plus free board and 
lodging or £100 p.a. in lieu if non-resident. R practitioners hold- 
=e B posts cannot be considered unless ineligible for H.M, 

‘orces. 

Applications, stating age, qualifications with dates, and 
nationality, with copies of 2 recent testimonials, should be 
addressed to the Secretary (M.S.2.), Ministry of Pensions. 
ee Blackpool, Lancs, and received by 17th September, 
LAGOS TOWN COUNCIL, Nigeria. Applications invited from 
British West Africans who are duly qualified medical practi- 
tioners for position of ASSISTANT MEDICAL OFFICER OF 
HEALTH to the Lagos Town Council, Nigeria. Applicants 
should not be more than 35 years of age and should possess a 
diploma in public health or be willing to obtain such diploma 
at the convenience and expense of the Council. Salary scale 
£570, £570, £570, £570-£30-£660 ; £720-£30—-£960, £1000, and 
appointment will be probationary for 3 years and subject to the 
Council’s staff regulations. Successful candidate required to 
pass a medical examination. Post will be pensionable on the 
same basis as posts in the service of the Government of Nigeria. 
Private practice will not be permitted, but staff pay at rate of 
£150 p.a. is at present payable. 

Applications, giving full particulars of age, qualifications, 
experience, &c., should be sent to the Crown Agents for the 
Colonies, 4, Millbank, Westminster, London, 8.W.1, before 
3ist December, 1949. ‘ 


NT. Applications invited 
from Male medical practitioners for appointment as a Govern- 
ment MEDICAL OFFICER in Southern Rhodesia. Salary 
scale £710-£30-£1070 p.a., plus the right to private practice 
or an allowance in lieu, at present at rate of £200 p.a., at certain 
stations where private practice is not permitted. Commencing 
salary may be higher than minimum of scale (not exceeding 
four steps in such scale) in recognition of approved previous 
experience. A cost-of-living allowance also paid in terms of the 
regulations. Successful applicant required to pass a medical 
examination by a Southern Rhodesia Government or other duly 
appointed medical officer and will be provided with travellin: 
fare from place of appointment to Southern Rhodesia for himse 
and, if applicable, half the cost of fares for his wife and dependent 
children under the age of 18 years. He will be employed in the 
first instance as a Relieving Medical Officer. Official duties may 
include the supervision of European and Native Hospitals and 
Native Clinics; attendance upon Government patients and 
school-children ; performance of medicolegal work; routine 
public health duties; and any other work of a medical nature 
which may be allocated by the Secretary for Health. Motor 
transport provided for official duties. 

Applications in duplicate, stating age, nationality, marital 
condition, qualifications and previous experience giving exact 
dates, the earliest date on which duty could be assumed, and 
giving names of 2 persons to whom reference may be made, 
should be forwarded, with copies of 3 recent testimonials, to 
reach the Secretary to the High Commissioner for Southern 
Rhodesia, 429, Strand, London, W.C.2, on or before 23rd 
September, 1949. Canvassing will disqualify applicants. 


SOMERSET COUNTY COUNCIL invite applications (Women) 
for an appointment as ASSISTANT COUNTY MEDICAL 
OFFICER OF HEALTH at a salary of £735 p.a., rising by £25 
p.a. to £935 p.a. Applicants must be registered medical practi- 
tioners. Possession of the D.P.H. or D.C.H. an advantage. 
Duties mainly concerned with the services of maternity and 
child welfare. Possession of a motor-car is essential. Travelling 
allowance made in accordance with the County scale. Appoint- 
ment superannuable, and successful candidate required to pass 
a medical examination. 

Applications, on forms obtainable from undersigned, with 
names and addresses of 2 referees, should be returned forthwith. 

. F. Davipson, County Medical Officer of Health. 

County Hall, Taunton. 
WALTHAMSTOW COMMITTEE FOR EDUCATION. Essex 
EDUCATION COMMITTEE. Applications invited from suitably 
medically qualified and experienced persons for appointment as 
Part-time PSYCHIATRIST at a fee of 4 guineas per session, plus 
travelling expenses, for 4 sessions per week. The Clinic, established 
for some years, is fully staffed with whole-time Psychologists, 
Psychiatric Social Workers, and Clerical Staff, together with a 
part-time Play Therapist. 

Applications, with full details of qualifications and experience 
in child psychiatry, should be sent by 24th September, 1949, to— 

E. T. Porrer, Borough Education Officer. 

__ Education Department, Town Hall, E.17, August, 1949. 
WAR OFFICE. Civilian Specialists for the Army. Immediate 
GRIT invited for a limited number of appointments as 
CIVILIAN SPECIALISTS IN SURGERY (including oto-rhine- 
laryngology) and in gyneecology and obstetrics for service with 
the R.A.M.C. overseas. Appointments for men only. Engage- 
ments for 18 months with possible extensions to 2 years. Salary 
at rate of £1500 or £1700 p.a. To qualify for salary of £1700 p.a., 
an applicant will be expected to be a Fellow of one of the Royal 
Colleges of Surgeons or to be a Member of the Royal College of 
Obstetricians and Gynecologists or to hold a diploma in laryn- 
gology and otology. In addition a foreign service allowance is 
payable, varying in amount with different overseas stations. 
An initial outfit allowance of up to £30 also paid. Free single 
accommodation provided, but family accommodation will not 
be available. 

Further and forms obtainable from 
the Under retary of State, The War Office (A.M.D.1). 


MIDDLESEX COUNTY COUNCIL. Whole-ti Assi 
MEDICAL OFFICERS (Male and Female) required in County 
Health Department, initially in Area No. 3 (Hornsey and 
Tottenham). Duties mainly in connexion with the supervision 
of the health of young children attending infant welfare centres, 
toddlers clinics, and day nurseries together with routine medical 
inspections at schools and attendance at minor ailments treat- 
ment clinics for school-children. Diploma in Public Health or 
in Child Health an advantage. Salary £675-£25-£875 p.a., 
plus cost-of-living bonus (now £60 p.a.). Established, pension- 
able, subject to medical examination. 

Applications (no forms), with copies of up to 3 testimonials, to 
the Joint Area Medical Officer, Town Hall, Tottenham, N.15, by 
17th September, 1949 (quoting F.944.L.). Canvassing disquali- 
fies. C. W. RapcuirFE, Clerk of the County Council. 

Middlesex Guildhall, 8.W.1. 

STAFFORDSHIRE COUNTY COUNCIL. CHEADLE RURAL 
DISTRICT COUNCIL. Applications invited for combined whole- 
time appointment of AREA MEDICAL OFFICER (Leek Area) 
of the County Council and MEDICAL OFFICER OF HEALTH 
of the Cheadle Rural District Council (estimated population 
31,980): the estimated population of the Area for County 
purposes is 78,870, and appointee will be centred at Cheadle. 
Salary scale £1260 p.a., by annual increments of £50 to Maximum 
of £1410, and the selected candidate will be required to provide 
a motor-car for which he will receive allowances in accordance 
with County Council scale. Applicants must be fully qualified 
medical practitioners holding the D.P.H., and preference given 
to those with administrative and other experience in general 
public health and maternity and child welfare work. Candidate 
appointed will, as régards his duties as Area Medical Officer, 
which will include some clinical work in the school and/or 
maternity and child welfare services, act under the direction of 
the County Medical Officer of Health and be required to perform 
such other duties as may from time to time be prescribed. As 
regards his duties as Medical Officer of Health, he will be subject 
to the sole control and direction of the local Sanitary Authority. 
Combined appointment subject to provisions of Local Govern- 
ment Superannuation Acts, and successful candidate required 
to pass a medical examination and produce his birth certificate. 
It ‘will be subject to approval of the Ministers of Health and 
Education and also, as far as the office of Medical Officer is 
concerned, to the provisions of the Sanitary Officers (Outside 
London) Regulations, 1935; and terminable by 3 months’ notice 
in writing on either side, together with the consent»of the 
Minister of Health. 

Forms of application obtainable from the Clerk of the County 
Couneil and should be returned to him by first post 20th Septem- 
ber, 1949, with copies of 1-3 recent testimonials. 

T. H. Evans, Clerk of the County Council. 
L. Hotmes, Clerk of the 
F Cheadle Rural District Council. 
County Buildings, Stafford, 24th August, 1949. 


Miscellaneous 


Medical Association, North India; require a Medical Officer for 
Tea Estates. Well-equipped central hospital with Indian 
A.M.O.s. Knowledge of tropical diseases and their prevention 
essential. Salary £112 per month, plus £52 allowances. Furnished 
bungalow and car provided. Provident fund available. Travelling 
expenses paid. 3-year contract..-Wiite, giving full details 
and enclosing copies of 3 testimonials, to Box G202, c/o STREET’s, 
110, Old Broad-street, E.C.2. 


Locum required, Midland country town, 5th-20th September 
or 10th-20th September. Easy permanent post available with 
flat.—Phone: Warwick 745, reverse charges. 
Wanted Assistantship with view, eligible as trainee, in rural or 
market town of Gloucestershire or 8S. England. English M.B., 
B.S. London, 1946. Ex-R.A.M.C. postgraduate course and 
locum since return. Wife and child. Car owner.—Address, 
No. 304, THE LANCET Office, 7, Adam-street, Adelphi, London, 
W.C.2. 


M.D., D.Obst.R.C.0.G. Age 35, British, ex-Army medical 
specialist, seeks partnership or practice. Best credentials. 
Experienced G.P.—Address, No. 305, THe - LANCET Office, 
7, Adam-street, Adelphi, London, W.C.2. 

Close to Harley-street and Regents Park, southerly aspect, mansion 
block ist floor Flat to Let. Constant hot water, 5 bedrooms, 
3 reception rooms, &c., with carpets, curtains, electric fittings, 
refrigerator, gas stove, &c. (WELbeck 4756). 


Harley-street and District. Consulting-room, full and part time, 
at moderate rents.—ELGoonp & Co., 1, Bentinck-street, Welbeck- 
street, W.1 (WELbeck 8974). 
Puckle Hill House Residential Horticultural Training College for 
the Cerebral Palsied (Spastic Paralysis), opening late Autumn.— 
For prospectus apply to the Principal, Puckle Hill House, 
Shorne, near Gravesend, Kent. 
Urgently Wanted, Watson “ Service’’ Microscopes in good con- 
dition.— Details to: WALLACE HEATON LTD., 127, New Bond- 
street, W.1 (MAYfair 7511). 
Applicants for posts, requiring testimonials copied or duplicated, 
should communicate with MANTON SECRETARIAL SERVICE, LTD., 
98, Victoria-street, S.W.1 (Phone: VICtoria 0141), who are 
specialists in this kind of work. 
Translator of German medical, chemical, &c., literature and text- 
books desires commissions. Moderate fees.— DONALD HANLEY, 
53. Woodside Park-road, London, 
Radium: You can hire up of 
. d specification for the moderate fee of £5 45s. 
Lrp., Columbia House, Aldwych,.Wi0.2 
(Tel.: CHAncery 6060), 
Typewriting. Accurate speedy service. Testimonials, theses, notes. 
—Harris, 15, Arkwright Mansions, Finchley-road, N.W.3 
(HAMpstead 7949). 


iii 


ce 
al 
rn 
st 
sh 
or 
ne 
es 
of 
or 
in 
y. 
ce 
er ‘ 
m 
0 
0) 
rs 
1e 
a, 
>. 
L 
d 
i- 
le 
n 
n 
Ls 
it 
r 
i- 
t 
>. 
L 
n 
i- 
n 
d 
al 
e 
d 
n 
l, 
i- 
| 


THE LANCET GENERAL ADVERTISER [Sepr. 3, 1949 


47134N 


iv 


the sulphonamide of choice in 
sastro-intestinal infections 


In common with its succinyl analogue, phthalylsulphathiazole is only 
sparingly absorbed from the gastro-intestinal tract. 

Its.advantages lie in its greater bacteriostatic activity and the 
retention of this activity to a greater extent in the presence 

of watery diarrhceas. 


Phthalylsulphathiazole is recommended as the sulphonamide of choice 
in the treatment of the acute phase of bacillary dysentery, the cure 
of the convalescent carrier state, the treatment of symptomless 
carriers and for prophylaxis in those exposed to infection. 

It is effective for these purposes, not only in Shiga and Flexner 
infections, but also in Sonne infection, against which sulphaguanidine 
is relatively ineffective. It is also used in surgery of the intestinal 
tract, both before and after operation,for the prophylaxis and 
treatment of peritonitis, faecal fistula and wound infection of 
patients undergoing such operations as resection of the rectum 

and of the colon, Its use is suggested in the treatment of 
ulcerative colitis and gastro-enteritis of the newborn. 


Supplied in containers 
op of 25, 100 and 500 tablets 
THE MEDICAL BOOKLET ° THALAZOLE , of 0.50 gramme 


manufactured by 


MAY & BAKER LTD 


PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD. DAGENHAM 
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